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My object, in the first edition of the present work, was to represent in a form readily 
available, and in their legitimate relations with one another, the Anatomy, Surgical 
Pathology, and Surgery of the Female Pelvic Organs ; the same object I have done my 
best to carry out more completely in this edition. 

The text has been rewritten, more than doubled, and five new plates added. I have 
taken all the care in my power that no surgical rule, not self-evident, should be omitted ; 
where the state of the question appeared to me too unsettled to admit of this, I have 
introduced a number of selected cases, leaving the reader to judge for himself. 

My more recent dissections of the Muscles of the floor of the Pelvis have necessitated 
corresponding alterations in some of the chief figures taken firam dissections made for the 
'first edition by the late Mr. James Traer. I regret the nature of the work would not 
admit of a copy of the plates of the uterine cervical ganglia, described and figured for 
the first time by Dr. Robert Lee, the existence of which, so long disputed, has been amply 
confirmed, in accordance with his original description of them. 

From among the many modes of operating in vesico-vaginal fistula I selected for 
illustration that adopted by Dr. Marion Sims ; in the first place, because I believe, from 
ample personal experience, no other can compare with it in celerity, certainty, and safety ; 
and in the second, because the position in which Dr. Sims places the patient for that 
operation is more convenient by far than any other for any operation conducted per 
vaginam. Dr. Sims, kindly yielding to my request, superintended the execution of 
Plates XIV.— XV. 

In the hands of a clever assistant, the Sims or Bojeman speculum (PL XV.) readily 
effects — 1, adequate retraction of the fourchette ; 2, the keeping well back out of the 
operator's way, the posterior vaginal cul de sac without risk of laceration, reflecting all 
the while efficient light on the actual seat of the operation. All this, of course, being 
easily so maintained, no matter what the peculiarity in the pelvic developments of the 
patient. Desirous of having a self-retaining apparatus, I explained the nature of these 
indispensable requirements to Mr. Foveaux, of the firm of Messrs. Weiss and Son^ Strand^ 



who made for me the instrument figured in PL XIV., which is taken from the original in 
my possession. No third person was in any way concerned in its fabrication from first 
to last. 

PI. XVI. was sugp^ested by the admirable full-sized delineations of Erapowski, of 
which some of the figures are imitations, with slight alteration. 

I have abstained from burthening the work with delineations of instruments, simply 
because those in common use in competent hands for operations elsewhere, provided their 
handles are long enough, and adopting Sims's position, are amply efficient for ever}^ 
legitimate surgical purpose. Graphic illustrations of minor operations, such as dilatation 
of the urethra, vaginal lithotomy, excisions of tumours, &c., as easily conceived as 
performed by any one worthy of the name of Surgeon, after due consideration of the 
surgical anatomy of the parts concerned, which I have taken all the pains in my power 
to render trustworthy, would obviously tend only to add unnecessarily to the expense of 
the work. 

The cases in illustration are selections in abstract from the works of McClintock, 
Bemutz and Goupil, Le Fort, Richet, our Obstetric Transactions, the medical journals, 
and records of my own experiences, omitting notice of malignant complications, as having 
no special pelvic character. 

My best acknowledgments are due to Mr. Edward Bellamy, of Charing Cross 
Hospital, and Mons. Leveill^; to the former for numerous facilities and much able 
assistance ; to the latter for his extreme care and patience in carrying out my wishes. 

Ridge Moot, Laurie Park Sovth. Norwck)d. 

April 1870. 
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PLATE I. 



MUSCLES OF THE FEMALE PERINEUM. 



Fig. 1. 

Superficial Muscles of the Anterior and Posterior Perineal Spaces, A few Muscular Stride^ 
chiefly cutaneous^ covering the Perineal Body (P), together with the Mucous covering at 
the Inferior Vulvar Commissure^ removed, 

A, Anus, surrounded by the superficial sphincter muscle: inferior circular fibres of the rectum 
(deep sphincter) apparent behind its anterior margin. B^ Bulb of vagina (corpus spongiosum urethrsB)^ 
covered for the most part by the bulbo-cavemosus muscle, one of the deep attachments of which it 
receives. C, Coccyxy two last bones, giving attachment by the tip, to the superficial sphincter, by the 
sides, to the pubo- and obturato-coccygeus muscles, and anterior portion of the ischio-coccygeus muscle, 
and by the posterior surface, to the inferior fibres of the gluteus maximus muscle. L, Larger sacro^sdatic 
ligament, its attachment to the tuber of the ischium. P, Perineal body. Midway between the posterior 
vulvar commissure and the anus those perineal structures which meet there become, as it were, fused 
together by a great accession of elastic tissue, without altogether losing their identity ; the result is a 
body or structure at once highly elastic and resistent. The integrity of the female perineum depends 
entirely on this perineal body ; it is, besides, a centre of attachment for — ^the ligamentum ischio- 
perinei (PL II., Fig. 2), formed by the union of the superficial perineal fascia with the inferior border 
of the perineal septum (Fig. 1) ; the Superficial perineal transverse muscle; and the anterior end of the 
Superficial sphincter muscle, its deep and cutaneous terminations. The median fibres, at their origin, 
of the Bulbo-cavemosus muscle ; the Perineal septum below the vagina; the inner (median) fibres of 
the Ischio-coccygeus muscle; and a few muscular striae, chiefly cutaneous, interchanging between the 
central ends of the superficial sphincter ; superficial transverse ; and bulbo-cavemosus muscles. 
V, Vaginal aperture ; and U, Orifice of urethra, the urethro-vaginal tubercle — commencement of 
urethro- vaginal septum, intervening (Figs. 2 and 3). G, Fulvo-vaginal gland, exceedingly variable in 
size and shape (occasionally as large as an almond) ; it lies immediately below the bulb, in front of, 
and near the lower margin of the perineal septum ; its duct opens in the vestibule, close to, but not 
within the vaginal orifice. This gland in the female is not covered, as in the male, by the anterior 
aponeurosis of the septum. 

1. Clitoris. 2. its Suspensory ligament and muscular striae from the bulbo-cavemosus muscle. 
3. Crura clitoridis, 4. Erector clitoridis muscle, arising from the ramus of the pubis and tliat of the 
ischium — the anterior margins : inserted, by two tendinous expansions, one above where the crura 
joins to form the clitoris, one in front somewhat below. 5. Bulbo-cavemosus muscle, arises below, from 
the perineal body, and from a considerable portion of the anterior aponeurosis of the perineal 
septum ; inserted, into the cms of the same side, by a thin slip (occasionally a broader expansion) 
above, and in front of, the adjoining erector muscle ; its outer portion winds inwards under the latter, 
to be inserted into the upper part of the bulb near its isthmus — i,e.^ immediately below the urethra. 
Of its median fibres, some, apparently derived from the sphincter, pass upwards to the clitoris, and on 
to the pubis, to be lost in the superficial fascia ; some form a delicate muscular arch over the body of 
the chtoris. 7, Superficial transverse muscle of the perineum ; arises from the ramus of the ischium^ in 
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PLATE I. 

firont of the tuberosity^ and from the anterior aponeurosis of the perineal septum ; inserted into the 
perineal body and skin of perineum in front of the anus. 8^ Sphincter ani externus, deep portion^ 
arises from the tip of the coccyx inserted into the perineal body ; the superficial portion (removed) 
is entirely cutaneous. 9, Pubo-coca/geus muscle (PL IX., Fig. 2) — portion below the perineal septum; 
its fibres, in direction, resemble the superficial sphincter, between which, and the deep sphincter 
(lower circular fibres of the rectum) its inner edge is interposed. The longitudinal fibres (outer 
coat) of the rectum, at their termination, intermingle with this part of the muscle. The fibres of the 
outer margin of the pubo-coccygeus muscle are inserted into the two last bones of the coccyx ; the 
intermediate fibres join those from the opposite side between the coccyx and rectum, forming loops 
constituting a semicircular addition to the deep sphincter. 10, Ohturato-coccygeus muscle, arises from 
the ilio-pubic line of junction between the obturator and recto- vesical fascia ; inserted, into the side of 
last two bones of the coccyx. This muscle has no rectal relations. 11, Ischio-coccygeus muscle ^ its 
anterior border (PL IX., Fig. 2). 12, Obturator externus muscle y its fibres collected together making 
their way through the smaller sacro-sciatic foramen^winding round the ischiatic notch (PL VII., Fig. 1). 

Fig. 2. 
Perineal Septum — Front View. 

1, Clitoris — a double line of venous apertures on its under surface (PL IV., Fig. 3). 2, Suspensory 
ligament, 3, Crura clitoridis, 4, Sub-pubic ligament ; completing the perineal septum. 5, Dorsal vein 
of the clitoris — its farther truncated end cut through, where it joins the urethro-pubic venous plexus. 
It enters the pelvis between the ligament and pubic arch, immediately dividing into right and left 
branches. 6, Perineal septum; the anterior aponeurosis removed on left side. The septum consists of a 
front and back aponeurosis and intervening muscular fibres. The two aponeuroses are essential compo- 
nents of the structure. It is attached externally to the greater part of the pubo-ischiatic osseous margin, 
behind the crura clitoridis, from the attachment of the sub-pubic ligament in front, to a point below, 
where the tuberosity of ischium begins. The upper fibres (oblique) join those from the opposite side 
so as to enclose the urethra. The lower fibres (transverse) meet each other below the vagina. The 
remainder of the septum resembles in the mixed arrangement of its fibres and their intimate relations 
to the aponeuroses, the coats of the vagina, of which indeed the septum altogether may be considered 
the continuation, with upper oblique and lower transverse fibres superadded. 8, Anterior aponeurosis, 
the shaded line, left side, indicating the surface attachment of the bulbo-cavernosus muscle. 7, Outer 
attachments of the superficial transverse muscle, P, Site of perineal body. 

Fig. 3. 

Perineal Septum — Posterior View^ together with the Pelvic Attachments of Pubo- and 

ObturatO'COccygens Muscle [levator ani), 

S, Pubic symphysis, its inner surface. U, Urethra, V, Section of the Vagina, showing a pro- 
static structure between the two in front of the vesical trigonum ; depressions, often containing minute 
concretions similar to prostatic concretions in the male, exist in the corresponding portion of the 
female urethra. 

1, Pubic attachment of the external or longitudinal muscular coat of the bladder, the remainder 
being al ichcd, on each side, to an arched process of the aponeurosis covering the pubo-coccygeus 
muscle, and to the inner aponeurosis of the septum. 2, Pubic attachments of the Pubo-coccygeus 
muscle : a series of distinct muscular bundles separated by strong cellular tissue. 3, Line of attach- 
ment of the Obturato-coccygeus muscle, also in bundles, but less obviously separable. 4, Purlin vein 
in a special channel between the aponeuroses of the septum. It is accompanied by the pudic artery, 
but the vein, unlike the artery, is subject to compression by some of the muscular fibres of the 
septum, which separate the two vessels by passing between them. Truncated branches of each 
vessel seen in Fig. 2. 5, Urethro-pubal venous plexus communicating with the pudic vein. 
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6, Posterior face of septum. 7, Median portion of the Pvio-coccygeus, some of its inner fibres 
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passing inwards under the vagina^ where^ with the lower edge of the septum^ they are comprehended 
in the perineal body. 

The nymphae at their vulvar attachments cover the inner edges of the bulbs and their urethral 
venous processes ; their complete extirpation would denude so much of the latter as to leave a trouble- 
some wound^ resulting at best in considerable deformity in that part of the vulva. 

In amputation of the vidva, it is obviously desirable to leave untouched^ if possible^ the under 
layer of superficial perineal fascia (PL II., Pig. 1). 

The Hymen is a crescentic fold of the mucous membrane of the vaginal vestibule ; its remains, as 
at Ty mark the edge of the vaginal aperture. A tough hymen after rupture, or the ordinary operation 
by central puncture, often leaves there an irritable, jagged, unyielding ring — one of the forms of 
vaginismus, which is relieved only by its complete removal. 

The carunculae myrtiformes — most irregular in number, size, and shape when they exist — are 
situated immediately behind the hymen on each side of, and slightly below, the uretkro-vagiyial tubercle. 
They are not remains of the hymen ; they are vascular membranous processes in structure, resembling 
those seen within the lower half of the vagina (PI. VII., Fig. 4). 

The Perineal body is a structure peculiar to the female (welches zu beiden Seiten der hinteren 
Commissur der Labia, einen harten ungenau begrenzten, aus Bindegewebs und elastischen Fasem, 
und vielfach durchkreuzten organischen muskelbiindeln gewebten, von starken Gefassen durchzogenen 
Korper bildet, in welchem die verschiedenen aniraalischen Muskeln der Perineal-gegend auf einander 
treflFen und zum theil in einander Ubergehen. Henle.) (Je veux parler de cette sorte de tissu 
fibro-elastique melange de vaisseaux, sur le nature duquel on n'est pas encore fix^. Bichet.) speaking 
of that and the vaginal ring generally. A design can scarcely do more than indicate the situation and 
relations of this body. It has always appeared to me as described in the text ; it is covered by 
vestibular mucous membrane at the posterior vulvar commissure and muscular striae prolonged 
anteriorly from the superficial sphincter ani, which go partly to the skin, partly to the compressor 
bulbi muscles. A figure of 8 interchange of fibres I have never been able to make out. 

The vascularity of the perineal body (Starken Gefassen) (melange de vaisseaux) is far from 
remarkable at the middle line. Another and more common form of vaginismus, due to its excessively 
unyielding character, I have as a rule eflFectually relieved by a median perpendicular incision three 
parts through it, with scarcely any loss of blood. 

The deep layer of the superficial perineal fascia, where it covers, and indeed encloses the super- 
ficial transverse perineal muscles, forms two real ligamentous transverse bands (the ischio-perineal 
ligaments). At their central terminations they help, with the other perineal structures, to form the 
perineal body : their influence in parturition (PI. VII., Fig. 2) . 

The success of operations for the closure of perineal lacerations is obviously not promoted by 
the division of the superficial anal sphincter. 

The pubo- and obturato-coccygeal muscles (levator ani) eflFect the reverse of that usually ascribed 
to them j they draw forwards and assist in closing the rectum. 

The Constrictor vagina muscle is not the bulbo-cavernosus muscle (compressor bulbi). The con- 
striction of the Vaginal ring is produced by the pubo-coccygeus muscle (Fig. 3). This muscle, after 
macerating the piece in carbolic water for a short time, can be lifted away from the septum, which is 
then seen to be the vagina continued on to its osseous attachments. 

The completion of the last stage of parturition is possible only through the adequate dilatation 
or rupture of the perineal body. The perineal septum is elastic, like the remainder of the vagina, but 
the resistance of the bilateral ligamentous structure, resulting from the union of the perineal aponeu- 
roses along the lower edge of the septum, throws the strain almost entirely on the perineal body. Exten- 
sion from before backwards, without destructive eflFect, could not take place were the attachments of 
the pubo- and obturato-coccygeus muscles as usually described. The foetal head passes through a longi- 
tudinal rima bounded by two lines of parallel muscular fibres extending from the pubis to the coccyx. 
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The length of these fibres^ and their arrangement into bundles separable laterally^ allows of a preliminary 
globular expansion over the presentation ; but its final covering is solely the perineal body enormously 
distended and attenuated in. proportion. 

The muscular fibres of the perineal septum^ like those belonging to the rest of the vagina^ are for 
the most part organic. 

The anterior and posterior aponeuroses of the perineal septum afibrd abundant points of attach- 
ment to adjoining muscles— the former to the bulbo-cavemosus muscle and superficial transverse 
muscle of the perineum ; the latter to the pubo-coccygeus muscle. It is impossible to dissect them 
away from the intervening muscular layer proper to the septum without risk of causing some misap- 
prehension as to the real character of the structure. 
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PLATE II 

OUTER FASCIAE AND APONEUROSIS OF THE FEMALE PERINEUM. 



Fig. 1. 
Superficial Perineal Fascia. — Anterior View. 

Tub Subcutaneous fascia on the lower part of the abdomen is a double membranous layer — ^viz.^ an 
upper one, more or less loaded with fat ; an under one, forming a resisting membranous investment. A 
covering of the same character occupies the perineal area : the upper or fatty layer is continuous^ 
without interruption^ with the same structure over the nates^ thigh^ and abdomen ; the under one^ 
however^ in descending from the abdomen^ is narrowed to the width of the pubis^ whence it spreads 
out, in descending, so as to cover-in the anterior perineal triangle down to its base — the lower border 
of the perineal septum. The abdominal portion is firmly adherent to Poupart's ligament ; the peri- 
neal portion to the outer margins of the ischio-pubic rami, and to the lower margin of the septum ; 
and the pubic portion, to the bone along a curved line indicating the origin of muscles belonging to 
the fore part of the thigh. 

At the margins of the external inguinal ring, to which this under layer is also adherent^ commences 
the Pudendal sac ; its character is best conceived by imagining a protruding agent escaping at the 
ring, and forcing before it the opposing circular disk of this membrane in the form of a blind tubular 
prolongation as far as the posterior vulvar commissure. The neck of the sac (n) can be readily sepa- 
rated from the subjacent pubic portion of fascia, but the posterior wall of the sac itself (0) in the 
perineum is inseparable. At [d] the upper and under layers of the fascia come together, forming a 
single fatty membranous layer, which entirely fills up and renders uniform with the adjoining surfaces, 
that extensive and irregular fossa, the Posterior perineal space left between the conically projecting 
muscular floor of the pelvis, and the pelvis below its attachments, a, b, c, Figs. 1, 2. 

The Pudendal sac contains always more or less fatty tissue, which is continued upwards through 
the neck, where it receives the terminal fibres of the round ligament of the uterus. The two sacs, 
with their cutaneous coverings, present themselves at the vulva as the Labia majora. (PI. X., Fig. 4.) 

Hernias through the inguinal ring would evidently make their way in descending into the pu- 
dendal sac through its neck, presenting as it does so many analogies to the scrotum, yet no dartoic 
elements have as yet been clearly made out in any of its coverings. 

A, Anus — V, Vaginal aperture. M, Urethral meatus and Urethro-vaginal tubercle, H, Nyviphcu. 
C, Clitoris and its suspensory ligament — a special process of the under layer of the superficial fascia : 
it is attached to the pubic symphysis, where it separates the two cervical prolongations of the pudendal 
sac. T, Tuberosity of the ischium, c, Obturato^coccygeus muscle, a, Anterior edge of the Gluteus rfutxi* 
mus muscle, attached to the larger sacro-sciatic ligament. The under layer of the superficial fascia 
(s) strongly attached to the ischio-pubic rami (at h), to the lower edge of the perineal septum, and 
to vaginal ring. The Ischio-rectal fossa between T, c, and a, extending upwards behind the perineal 
septum as high as the pubic attachments of the pubo-coccygc J muscle. 
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Fig. 2. 

Deeper Fascia of the Female Perineum. Nates elevated to show^ at one vieic^ both Perineal 

Spaces. 

A, Gluteus maximus muscle, anterior border attached to L, Larger sa^ro^sciatic ligament, T, Tuber 
Ischii, c, PubO' and Obturaio-coccygeal muscles. A, Anns^ surrounded by, b. Sphincter externus. d e. 
Superficial transverse and bulbo-carernosus muscles, crossed by a branch of pudic vein ; both muscles 
partially removed to expose anterior aponeuroses of the perineal septum (/«), and membranous invest- 
ment of the bulb, /. g. Anterior (lower) portion of Erector clitoridis muscle, hy Aponeurotic ex- 
pansion of the upper portion on the crus. C, Clitoris and its musculo-membranous covering. M, Ure- 
thral meatus ; v, Fagiyial aperture ; f, additional muscular fibres belonging to the septum, the remainder 
scraped away to expose its posterior aponeurosis. The Bulb (I) on the left side, partially cut away to 
show its membranous sheath ; the portion still attached is seen ascending to the urethral vestibule, 
where it unites by a cross isthmus of the same structure with the bulb of the other side. 

The Ischio'peritieal ligainent is an extremely resisting aponeurotic band, attached by its outer 
ends to the rami of the ischium, somewhat in front of their tuberosities at their central ends ; 
they are confounded in the structure of the perineal body. This structure is the resultant of the 
union of the two layers of the superficial fascia with the lower border of the perineal septum : the 
cutaneous and membranous layers are here closely adherent. Many of the superficial terminal fibres 
of the muscles which meet at the ano-vulvar portion of the perineum are skin fibres. (PI. I.) 

Perineal abscess occurs in two forms : 1, Difluse abscess in the superficial perineal fascia^ 
spreading readily in all directions. AVhen commencing in the posterior perineal space it tends to make 
its way forwards and upwards to the extent of the ischio-rectal fossa. AVJien the suppuration results 
in the complete destruction of the adipose fascia in tlie posterior or ano perineal space, the anus and 
anal muscles are left denuded, the former hanging in the centre like the clapper of a bell (Richet). 
2, Circumscribed abscess of the ano-vulvar gland (PI. IV., Fig. 1), projecting as an oval tumefaction on 
one or both sides of the vaginal vestibule. 

Adipose perineal growths occur as circumscribed tumours, and as irregular enlargements^ 
sometimes enormous, of the pudendum. The former are hypertrophies of the contents of the pudendal 
sac ; the latter of the upper or fatty layer of the superficial perineal fascia. Abscess within the 
perineal septum has not been observed. Much confusion, in respect to the perineal, and indeed the 
fascia of any other region of the body, would be avoided by laying aside the idea of fascial processes : 
a false notion clinging to the usual anatomical descriptions of fascia. Every perineal organ has its special 
fascial investment, which is connected more or less closely with (not derived from) adjoining mem- 
branous investments or fasciae, as the case may be. It would be impossible to remove either of the 
aponeuroses of the perineal septum without changing the character of the structure. The fascia of 
a'l organ is in fact a part of its structure, and is independent of, however much connected with, the 
fascial or aponeurotic coverings which serve to keep other organs in their places or bind them 
together. 

A line corresponding with the ischio-perineal ligament divides the perineum into anterior and 
posterior spaces. It is obviously of practical importance to be well acquainted with the boundary 
lines of the perineum ; these are readily made put by the finger, by which can then be traced, with 
tolerable precision, the situation of each of the constituents of this important region. 
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PLATE III. 

ARTERIES AND NERVES OF THE FEMALE PERINEUM. 



The Pudic artery, one of the primary branches of the anterior division of the internal iliac artery, 
descends by the side of the rectum in front of the pyriformis muscle and sacral nerves^ to pass out 
at the larger sacro-sciatic foramen ; then making a sharp turn (L) round the spine of the ischium^ 
close to the attachment of the smaller sciatic ligament and ischio-coccygeus muscle^ it enters the 
posterior perineal space. It now lies on the internal obturator muscle^ enclosed with the pudic 
nerve in a canal formed for it by the obturator fascia^ at least an inch above the tuber ischii {T), then 
coming forwards, keeping close to the bone, it enters another canal left between the aponeuroses of 
the perineal septum at their attachment to the ischio-pubic rami, to reach the under part of the cms 
clitoridis. Branches: — 2, 3, Inferior hcBmorrhoidal. 4, Transverse perineal, 5, Superficial perineal or 
vulvar artery, much larger than the corresponding branch on the male, ascends midway through the 
anterior perineal space immediately beneath the superficial fascia. 8, Artery of the bulb, 7, Profunda 
branch to the crus clitoridis. 9, Dorsal artery of the clitoris. (Fide PL V.) 

The Pudic nerve is derived from the lower part of the sacral plexus. Tt joins the pudic artery 
where the latter makes its turn to reach the posterior perineal space through the smaller sciatic 
foramen. Branches: — 10, Inferior hremorrhoidal to sphincter and lower part of rectum. 11, Posterior 
superficial, ^uAl^, Anterior superficial hrhuc^ieB to the vulva. 13, Trunk of the nerve, 12, Posterior 
muscular, 15, Anastomotic ; with 16, the pudendal branch of the smaller sciatic (17) nerve. 18, 18, 
Continuation of the pudic nerve, which, after giving off branches to the crus and its muscle, ends by 
forming a true nervous sheath for the clitoris. 19, Outer terminal branch of the ilio-inguinal nerve. 

A, An?is, C, Clitaris. M, Urinary meatus ; the urethro-vaginal tubercle below ; the urethral 
vestibule above ; between the orifice and the root of the clitoris. L, Greater sacro-sciatic ligament, 
V, Vagina, O, Coccyx, a. Gluteus maxi?nus, lower border; a portion cut away to show where the pudic 
artery turns into the posterior perineal space, b. Superficial sphincter, C, Anterior edge of Ischio- 
coccygeus muscle and subjacent smaller sciatic ligament. Still further forward, the lower fibres of the 
ischio- and obturato-coccygeus muscles, d. Superficial transverse muscle, e, Bulbo-cavernosus muscle, 
fy Slip of anterior aponeurosis of the perineal septum, g, Upper portion of the Erector clitoridis 
muscle, j. Adductor magnus, and k. Gracilis muscles. T, Nerve fibrils to fatty tegument. 

The arterial supply of the perineum is derived from the pudic artery. As far forwards as the 
origin of the superficial transverse muscle this vessel is sheltered by a prolongation of the great 
sciatic ligament, more especially at the tuber ischii, where it is an inch above the bone ; but its chief 
perineal branches are abundantly exposed to injury. The latter, tolerably regular in distribution, are 
most irregular as to their point of departure from the main trunk. 

The same remarks apply to the pudic nerve and branches. Section of the pudic nerve is possible 
at the point marked 18, but not so elsewhere without serious injury to adjoining structures. 

Complete ablation of the vulva involves numerous minor arteries ; though comparatively small, 
many of them would require the ligature. 

Ablation of the clitoris involves its two dorsal arteries, easily commanded by well sustained 
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pressure. Small as this organ is compared with the penis, it has in proportion four or five times the 
nervous supply of the latter. The terminal filaments of the pudic nerve form a complete nervous 
sheath over the fibro-elastic outer coat. 

The finger starting from one or other of the osseous boundaries of the perineal region would de- 
fine without much difficulty the probable situation of the more important vessels or nerves. 

Surgical precautions in respect to the arteries of the region require but little comment. Incisions 
or wounds give trouble in proportion as they approach the outer perineal boundaries. 

No vessel but the pudic trunk would, as a rule, require ligature to each of its divided ends. This 
vessel is accompanied by two large veins and the pudic nerve ; bearing in mind its relations as above 
indicated, the operation is not one of difficulty. 
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PLATE IV. 



ERECTILE ORGANS AND VEINS OF THE FEMALE PERINEUM, 



Fig. 1. 

The Superficial Veins of the Perineum and Perineal portion of the Erectile Venous System 

in the Female. 

The Crura clitoridis ; h,g, are two cylindrical erectile bodies of the cavernous order. They are 
nearly half an inch in diameter^ and repose on the inner surface of the ramus of the pubis on each 
side^ to which they adhere through the interposition of condensed cellular tissue. They extend from 
a point where the ramus of the pubis joins that of the ischium, to the fore part of the pubic sym- 
physes ; here they come together and adhere by juxtaposition, then making a sudden turn forwards 
become the corpus clitoridis. 

The Corpus ClUoridU (C), of variable length, consists of two lateral halves separated by a perfo- 
rated septum, affording free vascular communication between the two sides. Thus composed, the 
corpus is no larger than a single crus ; it terminates in a blunt end, which is tipped by a nervo- 
vascular rete remotely analogous to a glans. The clitoris and crura have for their outer covering a 
strong fibro-elastic albuginea. Tie pudic nerve (PL III.) forms by its numerous subdivisions a 
nervous expansion lying on the albuginea of the corpus. The two terminal branches of the pudic 
arteries, one on each side of the dorsal vein, reach the dorsum of the clitoris through a space between 
the crura at their junction and the pubic arch, where they pierce the suspensory ligament The 
dorsal vein takes the same course; it enters the pelvis between the arch and subpubic ligament (4). 

The Corpus cavernoaum urethra bulb of vagina (1, 2, 8) is an oblong body, about an inch and a half 
long, and nearly half an inch thick at its broader or lower end. With its venous processes it extends 
from the root of the clitoris to the lower third of the vaginal orifice, where it corresponds to the vulvar 
attachments of the nymphae — i. e., each side of the upper half or two-thirds of the vaginal aperture and 
sides of the urethral vestibule. It is enveloped in a fine membranous covering, and is covered for the 
most part by the bulbo-cavernosus muscle (PI. I., Fig. 1). The bulb rests on the anterior aponeurosis 
of the perineal septum, to which it is firmly attached (PL I., Fig. 2) ; at its lower end it is in contact 
with the vulvo-vaginal gland G, whence tapering upwards it ends in communicating and vestibular 
venous prolongations or plexuses. 2, Venous processes analogous to the corpus spongiosum urethra in 
the male. 3, Vestibular inter-communicating branches or isthmus of the bulb. 5, Superficial perineal 
dnd obturator veins, receiving large communications from 8. 6, Veins of communication with superficial 
epigastric veins. 8, 9, 10, Pudic vein and primary branches forming the chief efferent veins of the 
bulb (PL I., Fig. 8). 

M, Urethral meatus, vestibular intercommunicating plexus (isthmus,) above; similar intercom- 
municating veins within the urethro- vaginal tubercle below. V, Vaginal aperture ; cut vaginal edge 
of Nymphae. A, Anus. T, Tuberosity of ischium. O, Coccyx. G, Vulvo-vaginal gland, surrounded by 
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efferent venous branches from the bulb ; the duct of the gland opening in the vestibule just in front of 
the margin of the vaginal aperture — Le,, within the vaginal vestibule. 

a, Anterior border of Gluteus maximus muscle, h, Superficial Sphincter ani muscle, c, c, Pubo^ and 
Obturator 'Coccygeus muscle, closing upwards the posterior perineal space bounded by, the coccyx, 0; lower 
border of gluteus^ a; larger sciatic ligament, L) tuberosity of the ischium, T] superficial perineal 
muscles, ^, rf; and inferior border of perineal septum, y. e, Bulbo-carernosus muscle, partly removed to 
show its relations with the bulb. /, Anterior aponeurosis, and /•, Posterior aponeurosis of perineal 
septum ; intervening muscular fibres removed to show the vein, g, Erector diforidis musrle, its anterior 
portion (PI. I., Fig. 1). h. Left crus cUtoridis, partly denuded of its musculo-fibrous tubular sheath. 

Fig. 2. 

The bulb and its urethral venous prolongations, detached ; the former partly cut through to show 
its cavernous structure. 

Fig. ;1 

Side View of the Upper Venous Relations of the Bxdb. 

1, Venous expansion on tlie blunt end of the clitoris. 2, Dorsal vein of clitoris. 3, Urethral 
venous process of bulb. 4, Pubic communicating branches. 5, Pars intermedia, a double row of 
veins issuing from a double series of apertures at the under surface of the clitoris. 6, Upper part of 
the bulb. 7, Suspensory ligament of the clitoris. 9, Section of the right crus clitoridis. 

Fig. 4. 

Relations of the urethral and vaginal venous plexuset, with the reins of the clitoris and bulb. The right 
side of the pelris removed by a section, in front, thmufjh the puhic bodg about an inch from the symphysis and, 
behind, through sacro-iliac Joint. 

B, Bladder, partially inflated, and b (bis). Ureter cut just before it enters the bladder. V, Vagina 
distended, longitudinal fibres of lower half. P, Section of pubis to the right of the symphysis. R, 
Bectum, longitudinal fibres of its outer coat. C, Clitoris. 

J , Bulb. 2, Its urethral venous process receiving one of the double rows of the pars intermedia. 
3, Lower efferent veins going to the pudic vein. 4, Dorsal vein of the clitoris. ^, Urethral venous plexus, 
lying on the urethra between the bladder and the pubic side of the vestibule-sub-pubic ligament. 
6, Commencement of vaginal venous plexus, larger lateral veins unavoidably removed with the sur- 
rounding pelvic cellular tissue. 7, S, 9, 1 0, Sciatic and gluteal veins, corresponding to arteries. 1 1 , Uterine 
veins, assisting to form the utero-vaginal venous plexus. 12, OtAurator vein. 13, Internal iliac vein. 

a. Piriformis muscle ; cross section of it where it passes out of the great sciatic notch, b. Larger 
sciatic ligament, c, Pubo- and obturato- and ischin-coccygcal muscles, e, Suspensory ligament of the 
clitoris, f, Bulbo-vaginal gland, g, g, g, g. Roots of Sacral plexus of nerves, resting on the pyriformis 
muscle. 

Free venous intercommunications exist between tlie perineal and pelvic venous systems. The 
following are of special practical importance: — 1, The ehnin of communication commencing at the 
upper end of the bulb and passing along by the urethral, urethro-vaginal, and utero-vaginal venous 
plexuses. 2, The same from the lower end of the bulb through the branches of the pudic veins to the 
internal iliac vein. 3, Numerous chains of communication with the superficial perineal veins; many 
veins of the labia accompany their arteries, a greater number coinmunicate with the veins of the bulb, 
and in this way the labial venous circulation is connected with that in the pelvis. The interstitial veins 
in the vagina and female urethra forming there a true erectile plexus, have also free and multitudinous 
communications with the pudendal and pelvic veins. As none of these veins are provided with valves, 
the following forms, and indeed every form, of pudendal hsematocelc are readily explicable. 
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1. Venous extravasation in the labium from external injury followed by a large labial hsematocele. 

2. Sudden extravasation quickly followed by an enormous pudendal hsematocele at the ninth 
month of pregnancy without obvious cause. 

«5. Small circumscribed labial extravasation at the seventh month of pregnancy ; no obvious cause. 

4. Spontaneous extravasation in the urethro- vaginal tubercle at the seventh month of pregnancy. 

5. The entire left labium^ nymphse^ and adjoining part of the perineum transformed into an 
enormous tumour the size of a foetal head^ and of a dark mahogany colour^ discharging blood in 
abundance through an opening caused by local injury^ requiring active haemostatic remedies. 

6. Death from exhaustive hsemorrhage through a small wound in the vagina at an advanced stage 
of pregnancy. 

7. Death after immense haemorrhage through a small spontaneous laceration in the upper part of 
the vagina at the end of pregnancy. 

8. Immense thrombus at the lower part of the vulva near the posterior commissure from a kick 
received there at the seventh month of pregnancy, followed by the expulsion of an enormous clot and 
fatal haemorrhage. 

8. Enormous haemorrhage from a very small wound at the vaginal orifice from injury at the third 
month of pregnancy. 

9. Very numerous instances of pudendal haematocele of the largest size and most rapid develop- 
ment occurring during labour and impeding delivery. 

10. Pelvic haematoceles spontaneously developed (no obvious cause) co-existing with vaginal^ 
labial, and crural venous varices. 
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show the coane tnd anastomoses of the Spfrmatie arlerg (t7), with the nterine artery. 1&, AA^ 
bramdt. U, Uferu* — its fore part covered by its inseparable layer uf Jwf to m r emm (Platyia^ m» 
ment. L, Round ligament — muwular conl derived from the mtucular Sbna of tha otaaa mr tk 
npper aof^le, and the anterior layer of the nterine platysnut, proceediug to the ianer iiifiiMi i^ 
^V, which marlci a Blin:lit ileprcwion of peritoneum (cunal of Nuek.) S, Sacrmi mr tieml mr tmiai 
sacro-iliac iymphysis. P, /'u/iir ffM/f^jrji*— articnlar Hurfu-c. 

a, Pj/ri/ormit miuc/e lupportini; sacral plexutt of nerves, and further forwards the ia e i i n e aet j / m 
muscle, b, <lluteii» miisiuuK miiiflf. r, ffitiirii'"-'---riti/fn* mi»rtf, arising from the cnrwed ■pnaawia 
line, marking the junction of the rccto-\Tsiral a]M)ni-uni*is with that covering the ohtaiator whA, 
it extends from the body of the pubis to the hpine of tlic ischium at^, which maAa the ori^rf 
the aui.i/frr »<frii-4cutlie i.-j imtHt". /',/, I'suas niuM-IcN, tluit on the left tide intact, and oorarib 
the |x-lv)c faseia. 3, Linca ollia. k, h, fftUra drMvnilini; on the ptuas muaclesj under the apcnm 
arteries whieb cross them sumt-wbal altovc, where tht-y cro^s thu common iliac arteriea (at thrir bifa^ 
cation) to enter the |H-lvis ; ut this )K)iut they lie witliin the broad ligament, doae to the raaad H^ 
ment under which they (lescfiid U-bind, and in close contact with, the uterine artery, padadly ^■ 
proaching the uterus ; finally tlicy turn furwards by the »ideof the uterine cerv 
the utero- cervical vcuoum pl<-in!>, tbi-n Ihr-fjk it to n-ach the bladder within the 
they enter the bladder uljuut half an inch in front ■>!* the utt-rine cervii (PL VII., Fig. S}. 

i,j, i, I, Trunks of iiacral ni-r^es rcstinic on tlic pyriforuiis muscle; «, obturator ncra; m,va^ 
neum coverinfr the trans versa) is faM>ia. 



but then 



■ection of the enrii. 



A ligature constrictin;r the uterine cervix or v:i<£iiia jiHt lielow its uterine atl 
close to those ])arts on applyintr it, would avr>id tin- iin-tt-r and command the artery ; 
lations of the uterine artery with the H])iTmati(' arii-ry at tin* upi>er angle of the 1 
that controlling one without the othi-r wuulil In* um-Ii-sh. 

The uterine artery first i-omi'ii in contact > ith the uterus just above tlic uterine i 
vagina. From this point iipwanU it in alone liabli- tii W involved in lateral 1 
The circular branch when pn-scnt is occnsionnlly lnr;:(' (-iiitii;;li to give trouble. 

The vesical and vaginal brsncbcs (always ]>n-Miit) are very uncertain in aittiation, 
unexpected cmharrassment in oiMmtinn^, for initauit' in that for veiieo-vaginal fistula 

The uterine artery in oeeasiunally oxtrinii-ly small, and the reverae, a variety 1 
similar but reveiw; im-gularity of the sjitTinuiii' urtiTv. 

The portion of s«'ro-musculur uterine mvmn;; at T marks the width of the lateral *iwi 
The uterine artery descends between its two layers at its sacm-iliac sttuchmeuta, and 1 
them at its uterine attachments. The iiitt-rvenint; [Kiriiim of the vewi'l lies aomewhat beknr 1 
the utero>iliac cellular process (Fl VIll.) — scitiipu, jwlvic ecllular tissue. 



« 

f • 



.# 



4 



t m 



.■i.<* 



• 



'./> 



N. 




r 





Dr»wn from nslure by J B LSveille 



Prinied by Lemercier 



PLATE VI. 



VEINS AND ERECTILE VENOUS PLEXUSES OF THE FEMALE PELVIS. 

Pelvic sections similar to those in PL V. 



Fig. 1. 

B^ Bladder, cut at the urachus and turned forwards. R, Rectum, li, Round ligament. U^ Uterus, 
O, OiJary. Y, Vagina, S, Sacro-iliac articulation, K, Kidney, corresponding to the three upper 
lumbar vertebrae. T, Fallopian tube. P, Pubic symphysis, 

a, Pyri/ormis muscle, cut through at the sacro-sciatic foramen, b, Gluteal muscles, c, IscAio- 
coccygeus muscle, d, Internal obturator muscle, e, e. Psoas muscles, f, Linea alba, g, g, Ureters. 
h, Obturator nerve. \, Internal inguinal ring, site of canal of Nuck. 

1, Abdominal aorta. 2,, Inferior mesenteric artery. 3, 3, Common iliac arteries. 4, External iliac 
artery. 5, Vena cava. 6, Renal veins, the left one crossing the aorta and receiving the left ovarian 
or spermatic veins. 1, 7, Common iliac veins, 8, External iliac vein. 9, Internal iliac artery. 10, Gluteal. 
11 f IleO'lumbar. 12, Sciatic, IS, Pudic. 14:, Obturator. 1 5, ^>t^a*^ntf m?w, corresponding to arteries 
(PL 5). 17, Uterine vein, or veins (generally double) communicating with the utero- vaginal venous 
plexus — a very large plexiform collocation of veins situated on each side of the upper end of the 
vagina, receiving from below the vaginal venous plexus, and from above the uterine venous plexus ; 
the ureter passes behind, and then through it, to reach the bladder (PL VII., Fig. 3). 18, Fagino-vesical 
venous rete, ramifying in the vesico-vaginal septum. 1 9, Spermatic veins. 20, Bulb of tie ovary, a club- 
shaped venous body in which the ovary and utero-ovarian ligament are partly embedded. At its smaller 
or uterine end it communicates freely with the uterine venous plexus, below with the spermatic venous 
plexus, which end in the spermatic veins (19). 21, Vein to round ligament, 22, Fallopian veins. 

Fig. 2. 
Separate View of Bulb of the Ovary with its Venous Connexions, 

1, Uterine vein and plexus. 2, Sub-ovarian venous plexus.' 3, Commencement of' spermatic veins, the 
left opening into the left renal vein. 

O, Ovary. T, Fallopian tube. Uterus, its sero-muscular platysma partly removed to show the 
veins (PL VII., Fig. 3). 

The very arbitrary and superabundant nomenclature of pelvic sanguineous effusions would 
appear to be fairly reducible into two practical denominations — viz., pelvic cellular and pelvic 
peritoneal sanguineous extravasations. Pelvic varices must needs be sub-peritoneaL Blood extra- 
vasations into the peritoneal cavity are of constant occurrence. Angioma in all forms (PL VIII.) is a 
chief pathological feature of the pelvic vascular system ; but is a large sub-peritoneal hsematoma, 
comparable in size to a peritoneal hsematoma, possible? On anatomical grounds sub-peritoneal 
or cellular hsematoma — small blood accumulations within or in the immediate neighbourhood of the 
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venous plexuses — are believed to be far from rare ; but viewing the fixed relations of the pelvic peri- 
toneum^ which as far as is known are disturbed only through the slow disintegrating process atte^ding 
the formation of matter, a subperitoneal Haematoraa of large size would appear an impossibility. 

1. Sudden faintness at a ball; death half an hour afterwards; pelvis full of blood derived from 
rupture of sub-ovarian plexus. 

2. Long standing venous varices in both legs, the right labium, and the vagina of the same side; 
sudden faintness, prostration, pallor ; immediate formation of a peritoneal hs^matocele, which filled 
up the left iliac half of the pelvis and rose to within an inch of the umbilicus. Rupture of left sub- 
ovarian venous plexus. 

3. Sensation of something giving way internally, followed by slowly increasing tumefaction in 
the lower part of the abdomen, which eventually entirely filled the latter to the navel. Rupture of 
sanguineous cysts of both ovaries. Some sanguineous eftusion beneath the peritoneum. 

4. Sudden death at the commencement of a menstrual period, the menstrual fluid not having 
yet appeared externally. Intense congestion of genital organs, uterus the size and shape of a large 
pear. Firm adhesion between the right tube and ovary. Kupture of left ovary. Two ounces of blood 
in the pelvic peritoneum. The uterine cavifj/ confa'nied a liffle fnid blood, tohich when wiped away was 
quickly renewed hi/ slight compresnion through innumerable vascular orifices, 

5. Sudden cessation of menstruation after the use of the cold bath followed immediately by most 
acute abdominal pains ; obstinate constipation ; speedy death. Lower part of abdomen filled with blood. 
The right ovary transformed into a mass resembling a tough coagulum ; both Fallopian tubes dilated. 

6. Sudden symptoms of peritonitis with signs of internal haemorrhage; death in thirty hours. 
Extensive peritoneal haematocele. Rupture of right ovary — enormously increascfl in size, in structure, 
and resembling the spleen. 

7. Sudden cessation of menstruation after local use of cold water followed immediately by pain 
in the left hypogastrium, slowly progressive tumefaction of lower part of abdomen for eight months, 
then rapid distension of abdomen by ascitic cflusion. Ovariotomy. Ovary transformed into a friable 
mass twice the size of a foetal head, of a chocolate colour, retained by its cortex, much attenuated ; 
two cysts in the interior containing cheesy pus. 

8. Signs of peritonitis when in expectati(m of the menstrual discharge, which did not appear ; 
death in seven days ; enormous peritoneal ha;matocele. Rupture of left Fallopian tube. 

9. Menorrhagia ; uterine colic. Soon after which signs of internal haemorrhage ; death in 
twenty hours. Rupture of Fallopian tube, which was enlarged to the size of the finger. 

10. Abortion, with much uterine haemorrhage; intense pain of abdomeu; death in five days. 
Enormous peritoneal hematocele ; both Fallopian tubes distended by clots which projected from their 
peritoneal terminations. 

The above forms of Peritoneal Hematocele are fairly attributed to the uterine system ; but 
instances quite as conspicuous occur which do not admit of such a solution. Blood efiusions from 
any point of the peritoneal surface would gravitate towards the pelvis, forming Hematomas, presenting 
physical signs precisely the same as those attending the instances above quoted. 

For additional reasons against the probability of sub-peri toueal pelvic haematoma, vide PI. YIII. 

Dr. Graily Hewitt (Diseases of Women) believes in the possibility of extremely large extra- 
peritoneal hematoceles; he gives (pages 472-3) two figures of two morbid preparations, showing 
extensive hemorrhagic efi'usions, but then, he says, they appeared to be extra-peritoneal. 
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Fig. 1. 
Relation of tlie Muscular Floor of the Pelvis to the Bladder, Vagina, Rectum, and Coccyx. 

\, Pubo-coccygem muscle, arising from the inner surface of the pubic bones by distinct muscular 
strands, its median fibres descending by the side of the urethra and yagina, some of them turning in 
between vagina and rectum to meet similar fibres from the opposite side in the perineal body. Another 
more outward series of fibres turning in beneath the rectum^ with those of the other side forming 
muscular loops intermixing with the lower circular fibres (internal sphincter) of the rectum ; the 
remaining fibres still more outward joining their opposite fellows, at a sort of median raphe (6), to be 
finally inserted into the sides of the last bones of the coccyx. 2, ObtnratO'Coccygem mmcle, arising 
along the curved aponeurotic line of junction between the obturator fascia and recto-vesical fascia 
(removed) j its fibres converging are inserted into the sides of the two last coccygeal bones. 3, Isckio- 
coccggeus muscle, resting on the smaller sciatic ligament, arises from the spine of the ischium, its fibres 
diverging are inserted into the sides of the lower bones of the sacrum and into the side of the coccyx 
as far as the insertion of the former muscle (5). 7, Aponeurotic additional fibres {Arcus tendineus, 
Luschka), to the fascia covering the pubo-coccygeus muscle, giving attachment to some of the 
anterior or pubo-muscular prolongations from the longitudinal coat of the bladder. B, Bladder. 
y, Vagina, showing the lower portion of the additional longitudinal fibres (retractor vaginae, Luschka). 
R, Rectum. 

Compare with PL IX., in regard to the surgical relations of the coccyx. 

Fig. 2. 

The Relations of the Muscular Floor of the Pelvis to the Presentation at the Last Stage of 

Parturition. 

1, Upper margin of Vaginal ring, part of the perineal septum cut away to show more completely 
the pubo-coccygeal muscle. 2, Ischio-perineal Ligament and superficial transverse muscle, deflected 
downwards ; 3, their attachment to the tuberosities of the ischium. 4, Lower part of the pubo- and 
obturato-coccygeus muscles. P, Perineal hodij, extremely on the stretch and attenuated in proportion. 
A, Anus, flattened and carried back towards the coccyx. The clitoris and its pendant nymphse left 
unaffected. {Vide PL I.) 

Fig. 3. 

VesicO'Vaginal Septum and Base of Female Bladder. — Anatomical Relations of Ureters at their 
entrance into the Bladder. — Contents of Tubo-ovarian Ligament: three-quarter size. 

1, 1, Ureter, inclining forwards behind the uterine artery and uterine veins, and turning forwards, 
and inwards, behind and then through the utero-vaginal venous plexus, to enter the bladder through 
a channel piercing its coats in succession obliquely in the same direction. Their points of entrance 
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into the bladder are usually between an inch and a half to two inches apart, at a distance of from 
half an inch to three-quarters in front of the uterine cervix. Their points where they open into the 
bladder are about an inch and a quarter apart^ the length of their intermediate course through the 
coats of the bladder about three-quarters of an inch. These relations, however, are subject to normal 
variations. 2, Uterine artery. 8, One of the Uterine veins ; there are usually two. 4, Dotted line indi- 
cating the vaginal end of the uterine cervix. 6^ Ligamentous process of fascia of pubo-coccygeus 
muscle (arcus tendineus) and vesico-pubic muscles. 1, Pubo-coccygeus muscle. 

U, Uterine body, on the right side partially denuded of its sero-muscular platysma to show the 
uterine and utero-ovarian venous plexuses. O, Ovary, utero-ovarian muscular ligament, and grooved 
fallopio-ovarian fimbrisd. T, Fallopian tube and fimbriae. M, Parovarium, between the sero-muscular 
folds of tubal mesentery. The rest of the uterine body enveloped in its platysma, which enfolds also 
the above-mentioned contents of the alar ligament, which it forms ; lower down, the uterine end of 
round ligament and uterine end of broad ligament (PI. VIII.). 

Fig. 4. 
Upper half of Vagina and Vaginal Surface of the Vesico-vaginal Septum^ full size. 

I, 2, Anterior columns of vagina, not to be confounded with the Urethro-vaginal tubercle between 
them and U, the Urethral orifice ; also numerous elevations of the inner coat of the vagina, not plicae nor 
rugae, but ineffaceable erectile processes, in structure similar to that of the columns. V^ marks a point on 
a line with, and midway between, the two apertures of the canals in the bladder for the ureters, subject 
to normal variations, as above indicated. M, Vaginal end of uterine cervix. The columns and pro- 
cesses (always present) vary infinitely in size and shape. 

Fig. 5. 

Distribution of the Vessels {of the Veins chiefly) of the Uterine Body^ taken from a corroded 

preparation. 

A, Uterine artery. V, Uterine veins. The larger superficial portion comprehends the veins 
forming the uterine venous plexus. It covers all the plexiform muscular cortex of the uterine body, 
and is covered by uterine musculo -serous platysma. Compare with Fig. 3. 

The more central and finer veins are continuous with the minute intermuscular spaces in the 
erectile uterine medulla. The uterine arterial subdivisions consist of, minute spiral branches opening 
into these spaces ; of muscular branches ; and of branches to the uterine lining membrane (PL VIII.). 
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PLATE VIII. 

THE RELATIONS OF THE FEMALE PELVIC ORGANS WITH THE PELVIS 
AND WITH ONE ANOTHER. PERITONEAL AND SUB-PERITONEAL 
PELVIC SPACES. 



Fig. 1. 

peritoneal pelvic space. half size. 

Horizontal section of the Abdomen immediately above the Crests ofthellii; behind^ between the 
last Lumbar Vertebras and Sacrum^ in fronts about an inch above the Pubis. 

B, Fundus of bladder, moderately distended. U^ Uterine body. O, Ovary, and utero-ovarian muscular 
ligament attached to the upper angle of the uterus^ behind and beneath the entrance of the Fallopian tube. 
L^ Bound ligament, passing off from the upper angle of the uterus in front of the tube to the inner ring 
at L. T, Fallopian tube passing through the uterine walls to open into the uterine cavity at its upper 
angle (PL X., Fig. 3)— its infiindibulum at T, fimbriae at F (PI. VII., Fig. 3). T, upper surface of the 
first bone of the sacrum. R, Rectum and continuation into sigmoid flexure of the colon, lying to the 
left side of the iliac vessels, seen in front of V. The rectum has muscular connexions with the utero- 
sacral ligaments, c. 

a, a, Behind, spermatic vessels reaching the hilus of the ovary, under the reflection of the posterior fold 
of broad ligament, b, Site of parovarium and bulb within the tubal mesentery, a, a, In front, obliterated 
remnants of hypogastric arteries (antero-lateral ligaments of the bladder), m, Urachue (anterior 
vesical ligament) . c, Utero-sacral ligaments, crescentic prolongation of sero-muscular uterine platysma, 
containing besides muscular fibres prolonged from the vagina and uterine cortex, g. Ureter, descending 
into and crossing the retro-ovarian fossa, m. Site of Urachus. (Fide Uterus.) 

Fig. 2. 

profile view of THE SAME SUBJECTS. HALF SIZE. 

Median Perpendicular Section of Pelvis from front to back, showing both Pelvic Spaces. 

A, Anus, marking the columns of Morgagni. R, Rectum, projections in the cavity or the valves (?) of 
Houston. These folds include all the coats of the rectum, and are readily effaceable by slight disten- 
sion. Note minute circular markings at the anal end, indicating transverse sections of the inferior 
circular fibres of the rectum (internal sphincter), and lines near the coccyx indicating the pos- 
terior half of external sphincter, the coccygeal attachment of the pubo-coccygeal muscle, and 
the recto-coccygeus muscle, or retractor recti, Luschka. U, Left half of the uterus; its central 
more vascular, erectile portion surrounded by its internal and external plexiform muscular cortex ; its 
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cavity a mere rima between its antero-posterior surfaces. V^ Vagina, its muscular coats gradually 
losing themselves on the uterine neck up to its junction with the uterine body ; the uterine neck pro- 
jecting into the vaginal cavity^ so that the long axis of the uterine cavity is nearly at right angles 
with the axis of the former. B^ Bladder, moderately distended ; its outer longitudinal coat in firont 
passing off to its attachments to the inferior edge of the pubic symphysis^ and to the ligamentous 
process of the pubo-coccygeal muscle (PL VII., Fig. 3), bridging over the urethro-pubic venous plexus^ 
separating that space from the vesico-pubic space above^ which is bridged over by the vesical ligaments 
formed by the urachus and two remnants of the hypogastric arteries ; cross sections of the internal 
circular muscular coat of the bladder ; internal mucous folds of loosely adherent lining membrane^ 
covering the lattice-like projections of the inner circular coat into the vesical cavity, black point indi- 
cating the entrance of the left ureter. C, Section of Cliioru. L, Vulvar labium, 1, Nympha, 
P, Perineal body (PL I.), black dots indicating the site of its many small vessels; behind it, anterior 
sections of the lower circular fibres of the rectum (internal sphincter) . S, Pubic symphysis and vesico- 
pubic space, u. Urethra, inner longitudinal muscular coat surrounded by m, m, outer circular coat, 
those at u constituting a true compound sphincter composed of organic and voluntary muscular 
fibres, p, p, Vesico- uterine and recto-uterine (Pouch of Douglas) peritoneal folds. 

Vesico-vaginal septum, faint line along the vesical portion indicating the loose cellular kind of 
attachment between bladder and vagina as far as the lower half of the urethral portion. The remainder 
is a true incorporation of adjoining vaginal and urethral structures. 

PELVIC CELLULAR SPACE. 

A plane passing from the posterior surface of the pubis about its middle to the junction of the 
third and fourth sacral bones — the sacral attachments of the utero-sacral muscles, cutting the uterus 
at the junction of the uterine body and uterine cervix, would upon the whole, with trifling exceptions, 
divide the pelvic cavity into peritoneal and sub-peritoneal cellular pelvic spaces. The contents of the 
pelvis below this plane are embedded in the pelvic cellular tissue which occupies that pArt of the 
cavity not occupied by pelvic viscera. This tissue is composed of fibro-elastic, muscular and connec- 
tive elements, so disposed as to form interspaces or cells freely communicating with each other — one 
or more elements predominating exactly according to the physical relations it has with the organs it 
encloses and sustains. The erecto-plexiform character of the pelvic venous plexuses is entirely due 
to the structure and disposition of the musculo-cellular portion belonging to them, as is also the 
mutual relations of the pelvic organs and their resistance to displacement ; in this respect much of it 
represents so many ligamentous processes. The pubo-sacral cellular process attends the urethro- 
vesico-vagino-uterine chain of venous plexuses, and forms a part of the utero-sacral ligaments. The 
utero* iliac cellular process in the same way accompanies the uterine vessels, forming a resisting fibro- 
cellular bond between the uterus and the sacro-iliac articulation. Thus the uterus comes to be sus« 
pended in the centre of the pelvic cavity, these processes acting upon it as so many lines of tension. 
The vagina^ similarly, is kept extended by the pubo-sacral process^ which, besides, through its lateral 
prolongations to the sides of the pelvis, tends to draw it into the shape of a flattened tube. No pelvic 
organ is without more or less of this cellular or musculo-cellular covering. The lower two-thirds of 
the urethra, where no cellular tissue is interposed between it and the coats of the vagina, is scarcely 
within the pelvis. The sub-peritoneal cellular tissue above the pelvic plane obviously communicates 
without interruption with the sub-peritoneal cellular tissue below it. 

PERITONEAL PELVIC SPACE. 

The peritoneum covers such parts of the pelvic organs as project above the pelvic plane. The 
surgical interest of the pelvic peritoneum depends for the most part on its substratum. The membrane 
itself consists merely of a thin and exceedingly extensile basement-membrane covered by epithelium, 
and is incapable by itself of exercising the least ligamentous control over the parts it covers ; to these 
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it adheres in inverse proportion to the quantity of intervening (never entirely absent) cellular tissue. 
The sub-peritoneal investment of the uterine body and its appendages is a muscular platysma, which^ 
moreover^ forms the greater part of each of its ligamentous connexions. Fig. 1^ a, Spermatic vessels, 
invested by muscular fibres which descend with them to the ovary (0) ; some of them enter the hilus 
accompanying its numerous spiral arteries ; others pass on to the uterus, forming the utero-ovarian 
ligament ; the remainder form a fan-shaped expansion on the tubal mesentery. The external longi- 
tudinal muscular coat of the Fallopian tube is derived from the uterine platysma ; so also the round 
ligament, which takes besides additional fibres from the proper muscular coat of the uterus. The 
broad ligaments at their thinnest portion consist of two double layers — sero-muscular — ^united by a 
middle cellular almost aponeurotic stratum. Muscular fibres are specially apparent on the posterior layer, 
some of them being derived from the upper and back part of the vagina. The utero-sacral ligaments 
are the two horns of a crescentic muscular emanation from the back of the uterine cervix and platysma, 
with additional fibres from its vaginal attachments to each cornu. For the rest, as well remarked by 
Henle, the relations of the peritoneum with the pelvic organs above the pelvic plane exactly agree 
with the supposition that they were thrust upwards against its under surface in attaining their respec- 
tive positions. It may be added that these relations are never afterwards changed except as the result 
of a disintegrating process, such as that attending phlegmonous formations. 

THE UTERUS 

The shape, dimensions, and structural appearance of the uterus are shown (PL X., Fig. 3), 
natural size, which is a transverse perpendicular section of it through its lateral borders. Its peine 
relations are seen one-half size (PI. VIII., Figs. 1, 2). It is a conical body, somewhat flattened, tapering 
gently and regularly as far as its middle (uterine body), whence its sides continue nearly parallel to 
the smaller end (uterine neck). When moderately injected so as to restore the organ as near as may 
be to its normal condition, its outer surface is uniform, no sulcus line of demarcation between body 
and neck, notwithstanding the marked difference in the proportion of their uterine elements, nor any 
of those surface depressions alleged to indicate its being habitually subject to mechanical compression 
during life from adjoining organs. It stands upright within the pelvis, between the bladder and 
rectum ; its borders looking transversely ; its surfaces front and back. The upper surface of its larger 
end is generally on a level with the plane of the pelvic inlet (never higher, oftener lower), about f inch 
in front of the upper part of the sacrum. The end of the cervix marks nearly the centre of the 
pelvic cavity* — the centre of a general radius of about two inches. The uterine neck is maintained in 
this position under ordinary circumstances by the utero-iliac, utero-vaginal, and utero-sacral cellular 
processes ; the uterine body and appendages by the prolongations to the sides of the pelvis of its sero- 
muscular platysma, the uterine portion of which having covered the entire uterine body, passes as a 
double fold to the sacro-iliac articulation on each side. Except along the uterine borders, and at the 
point where the common iliac artery divides into the external and internal iliac arteries, the two folds 
above the sub-peritoneal pelvic plane ai'c in intimate contact, a thin aponeurotic layer of cellular 
tissue only intervening. At the pelvic plane they pass off before and beLiud into the general pelvic 
peritoneal coverings. The relations of the Fallopian tube and ovary at the upper edge of the lateral 
ligament have been already noticed (PL VIII., Fig. 1). Their motions are restrained by the fibres 
representing the utero-ovarian ligament continued on the spermatic vessels (Fig. I a), so as to act as a 
posterior round ligament (Rouget),and by the outer unoccupied portion of the free border which attaches 
the end of the tube to the pelvis (Tubo-iliac ligament?). Nearly all the platysma fibres in the anterior 
layer of the lateral ligament eventually pass into the anterior round ligament, the fibres of the pos- 
terior layer contract attachments with the pelvis. It is evident that except at its two attachments 
none of the vessels and nerves of the uterus are within the lateral ligament (Pis. V. and VI.). 

The length of the virgin uterus is 2^ to 3 inches; breadth at the fundus between the entrances 
of the Fallopian tubes somewhat above 2 inches ; breadth where the body joins the neck about 1 inch; 
thickness of walls about | an inch, that of the cervical walls a little less. The lateral outline of the 
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uterine cavity corresponds in a measure with that at the borders. Its front and back surfaces are 
in apposition throughout^ except perhaps at the isthmus^ at the lower angle, and at the openings of 
Fallopian tubes. The cavity has therefore the shape of a triangle, each side about an inch in length. 
The cord-like Fallopian tubes pass without loss of substance through the uterine walls at their 
upper angles, their central filiform caual opening into the uterine cavity at its upper angles also. The 
cavity of the cervix is fusiform, about an inch in length, its diameter at its widest part about its 
middle f inch ; width at the isthmus, where the two cavities communicate without any line of demar- 
cation, less than \ inch. The weight of the entire uterus is about ] i ounces. After childbirth — 
after complete involution even — these dimensions are permanently increased by about a fourth — in 
the vertical direction even by a third. 

The walls of the uterus are eniinentlv muscular. Its fibres take the form of an inextricable in- 

» 

terlacement — a true muscular plexus — difl'cring in no way, except in the colossal size of the muscular 
framework, from that which is observable in erectile bodies of a lower class, where the bloodvessels, 
especially the veins, are in proportion immensely in excess of the nutritive wants of the organ. The 
uterine walls are absolutely inseparable into layers or coats, and no sort of formula of arrangement 
of fibre, as in the case of the heart, is conceivable in respect to them. Without in the least departing 
from their plexiform character, the fibres near the superficies present a closer texture, and form a 
sort of internal and external though paler cortex, contrastin*: so with the pre-eminently thick, red 
vascular erectile central portion — medulla. 

The structural elements of the uterine body and of the neck, with one exception (the sero-muscular 
plaiysma), are the same, but differ much in their proportion and arrangement. 1, The platysma is 
peculiar to the uterine body. 2, The red and more vascular central portion in the uterine body 
makes up J of the thickness of the walls : in the neck the proportions are about equal, except where 
the latter expands into the labia uterina, where the central portion is again in excess. The fibres of 
the cortex, as they approach the surface tend more and more in a longitudinal direction. No ring- 
like or any analogous arrangement of fibres exists at the isthmus or narrowed channel of communi- 
cation between the cavity of the uterine body and that of the neck. 3, The lining membrane of 
the uterine cavity, 2\ i'^ch thick, consists of nucleated rhoiuboidal cells embedded in a tender gra- 
nular layer permeated by innumerable large capillaries, which form on its surface a vascular trellis 
with very thin walls. In each vascular area opens a gland duct, which extends through to the adhe- 
rent surface of the membrane in the shape of a cylinder — forked, curved, or curled at its blind termina- 
tion. The lining membrane of the cervical cavity consists of nunjcrous corpuscles embedded in a 
cellular layer of much firmer structure, still more peculiar in being at each of the opposing antero- 
posterior surfaces elevated into an ineflaceable median stem (arbor vitaj) with lateral processes in 
regular succession, with as many intermediate furrows, both more and more transverse the nearer the 
OS externum. The whole surface, especially in the furrows, is crowded with lacuna^ many sub- 
dividing into blind prolongations after the manner of a racemose glandular structure. The so-called 
vesiculffi Nabothi are some of these latter obstructed and distended by a clear watery fluid, which, 
contrasting strongly with the viscid mueosities of the gland, have led to the belief in a distinct Nabo- 
thian vesicle. The mucous membrane of the uterine body changes imperceptibly at the isthmus into 
that of the cervix. The uterine epithelium is ciliated down to the lower half of the cervix, where 
numerous papllUe begin to show themselves, extending to the cervical os. The labia uterina present 
neither lacunae nor glands, but are covered with paj)ilUc — vide A'agina. 

The uterine mucous membrane is inseparable from the subjacent cortex, but its epithelium has 
very loose attachments to it ; in coming away it leaves bare the capillary trellis, and brings with it 
the circlets of rhomboidal cells surrounding the mouths of the gland ducts ; the latter in certain func- 
tional states of the uterus involving increased development of the mucous clement, then project 
above their amorphous bed, giving a villous appearance to the surface, which is due also partly to the 
projections of the denuded capillary network. No such exfoliation occurs in the cervical cavity. 

The arteries of the uterine body are strikingly flexuous ; they ramify on its outer cortex be- 
neath the sero-muscular platysma ; immediately on perforating the latter some take a remarkably 
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spiral coarse in the central more vascular medulla : others become straight in making their way 
through the inner cortex to run between the duct tubes to the capillary trellis work. The cervical 
arteries are much less tortuous^ are fewer in number^ their termination is not in the form of a 
network^ some ramify on the surfaces of the arbor vitae^ and each papilla receives a capillary loop. 
On the labia uterina they form a capillary layer immediately subjacent to the tegument before sending 
off capillary loops. The disposition of the veins in the cervix corresponds with that of the arteries. 
Vessels of the uterine body (PI. VII., Fig. 5). 

The larger uterine vascular trunks lie along the uterine borders. Pis. V., VI., VII., X. 

The arbor vita of the anterior surface lies somewhat to the right, the posterior one to the left of 
the middle line, establishing a sort of mutual dovetailing, and so more effectually closing the cervical 
canal. Uterine Lymphatics, vide PI. XII. 

BLADDER AND URETHRA. 

The female bladder when empty is situated low down in the pelvis, lower than in the male, 
between the uterus and pubis. It is somewhat egg-shaped when distended, but round when fully con- 
tracted, conformations resulting from its vital tonicity, not apparent in the dead subject. It reclines 
on the upper side of the vagina, to which it is connected by yielding cellular tissue as far as the 
vaginal attachments to the uterus — that is, nearly to the junction of the uterine body and neck. 
Under ordinary circumstances these relations are efficiently maintained by the lateral connexions of 
the bladder with the utero- vaginal cellular processes, which are continuous with the cellular layer in 
the vesico-vaginal septum. When fully contracted, the peritoneal covering is scarcely raised, and 
forms neither a vesico-pubic nor vesico-uterine fold ; these make their appearance only when the 
upper surface of the bladder rises, but however great the vesical distension, the peritoneum never 
quits in the least its attachments to the uterine body, nor those it has with the abdominal or pelvic 
parietes. 

The thickness of the vesical walls depends on its muscular coat, and varies inversely as the 
distension — from two lines or less to half an inch or more. The outer fibres take a longitudinal, the 
inner a circular direction, crossing at various angles the two by reason of innumerable interchange of 
fibres acting as a single coat ; the inner surface of the latter is thrown into reticulated projections, 
conspicuous in proportion to the amount of vesical contraction, disappearing altogether under the 
contrary extreme, by a submucous stratum of fibres continuous with the inner longitudinal fibres of 
the urethra. 

The opening of the urethra into the bladder is in nowise funnel-shaped. There is left around 
them at their point of junction a triangular space, which is occupied by a dense ring of closely 
aggregated fine muscular fibres, by which these angular relations are preserved. This, the vesical 
sphincter, is at least a quarter of an inch thick at the angle of junction; posteriorly it gradually 
diminishes in thickness, its fibres at the same time assuming the character of the circular fibres of 
the bladder ; anteriorly, it quickly subsides into the commencement of the urethral sphincter. 

The female urethra is from an inch to an inch and a quarter in length, and nearly straight ; its 
upper end inclines slightly backward, its lower end forwards ; the canal taking approximately a sigmoid 
course. In the erect position, its vesical end is at the lowest part of the bladder, and its direction 
nearly downwards. The vulvar termination (meatus) is about four-fifths of an inch below the clitoris • 
its vesical end nearly the same distance behind the lower third of the pubic symphysis. The urethra 
is about an inch and a quarter long ; allowing two inches and a half as the length of the urethro 
vesico-vaginal septum, the anterior half of it is urethral. The anterior three-fourths of the urethra 
is inseparable from the vagina, but the cellular connexions of the remainder, with the vagina, are more 
intimate than those between the latter and the base of the bladder. The coats of the urethra consist 
of an inner longitudinal thin, and an outer thick, circular layer. The latter, composed of inner 
circular and outer spiral fibres, completely surrounds the canal for more than the upper half of its 
length ; below they are incomplete, and pass into the upper wall of the vagina. The lower three- 
fourths, or vaginal portion, is nearly half an inch thick, the upper fourth about a quarter of an inch. 
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The circular and spiral fibres are compounded of organic and voluntary fibres, which make up for the 
upper half of the urethra a powerful compound sphincter muscle. The urethral or external sphincter^ 
is, as already indicated, continuous with the inner or vesical sphincter, both acting in unison, 
the former resisting the hydrostatic pressure, the latter controlling: the flow of urine. The inner layer 
of longitudinal fibres is continuous with those belonging to the inner reticular muscular surface of 
the bladder, but the outer longitudinal fibres of the bladder having attached themselves firmly all 
round to the outer surface of the vesical sphincter, pass on to their insertions — anteriorly, to the arcvs 
fendineus (Luschka), PI. VII., Fig. 3 ; laterally, to the rami of the pubis; behind, into the vagina, 
where they become identified with the urethra, leaving a space anteriorly and laterally, uret/tro-pubic, 
which is occupied by the urcthro-pubic venous plexus. 



THE LINING MEMBRANE OF THE FEMALE BLADDER AND URETHRA. 

The lining membrane in the bladder consists of an epithelium and highly vascular cellular sub- 
stratum, forming a thin but resisting structure, moulded upon and into the interstices of the inner 
reticular muscular surface, but so loosely attached as to be thrown into numerous projecting folds 
when the bladder contracts. It adheres more closely to the margin of the urethral opening and 
openings for the ureters, and that part of the base of the bladder intervening, but even there is easily 
detached by the knife. Neither papillae nor glands of any sort have been clearly made out in it. 

The lining membrane of the urethra, like that of the vagina, forms an integral whole with the 
rest of the urethral structures. The muscles entering into the formation of the female urethra and 
urethro- vaginal septum resemble in their vascular relations, but in a much higher degree, those 
observable in the lower half of the vagina. Their fibres arc collocated into plexiform strands by an 
intervening cell ulo -elastic tissue, so as to form intervening canals, having linings analogous to the inner 
coat of veins. The lining membrane of the urethra consists of an epithelium on a cellulo-elastic sub- 
stratum, covering a loose spongy structure occupied by veins, which, though of greater calibre than 
the above venous canals, arc directly continuous with them. The arteries of supply run within the 
elastic sheaths of the muscular strands, and their communication with the canals resembles exactly 
that which occurs in the corpora cavernosa in the male (Henle). In the ordinary contracted condition 
of the urethra, the lining membrane lies in longitudinal folds, which disappear before any distending 
agency. Unlike the vesical lining membrane, it presents at its surface numerous papillae and glands. 
The latter are perceptible as white puncta arranged in rows more or less parallel. They are lined by 
epithelium, and contain (many of them) a brownish concretion, similar to what is found in similar 
structures in the male prostate. Compare PI. I., Fig. 3. 



THE VAGINA. 

The vagina is a musculo- membranous tube, remarkable for its extreme dilatability ; its upper 
end surrounds and is strongly attached to the uterine cervix ; its lower end is attached to the ischio- 
pubic rami. The muscular walls (external) of the vagina are not separable into coats or layers. Two- 
thirds of the thickness of the vagina, varying from 2 — 3 lines above to 5—6 below, is made up of 
this muscular portion ; the inner third consists of a dense cellular lining membrane inseparably united 
to it. Elastic elements everywhere pervade this musculo-membranous structure, forming an enor- 
mously dilatable channel of communication between the external genitals and the uterus. 

The length of the vagina is shortened through its relations with the ischio-pubic muscle and the 
perineal body (PI I., Figs. 2, 3), by which it is contracted into the form of a narrow ring at a short 
distance from its osseous attachments. The perineal septum is the result of this arrangement (PI. I., 
Figs 2, 8). The course of the muscular fibres is circular, spiral, and longitudinal, the latter being 
more apparent at its outer surface ; some of these, more conspicuous than the rest near the vaginal ring, 
are the levatore* vagina (Luschka) (PI. VII., Fig. 1). The posterior fold of the broad ligament derives 
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a part of its muscular platysma from the upper and back part of the vagina where the surfaces pass off 
on each side^ converging and ascending to meet the lower platysma fibres firom the posterior surface 
of the uterus^ abo going into the broad ligament. 

The uterine attachments of the vagina are entirely muscular. They surround the cervix, in the 
cortex of which they gradually lose themselves as far as the uterine body. This attachment commences 
in front sooner than behind, so that the posterior uterine labium projects more than the anterior one 
into the vaginal cavity. Some of the lateral vaginal fibres pass on into the utero-sacral ligaments. 
Externally the vagina and uterus appear continuous, no surface indication defining the limits of the 
above attachments. 

The lining membrane of the vagina contains no secreting glands of any sort, but its entire surface 
presents numerous elevations, not merely as plicae or rugae, but as true membranous processes. The 
anterior columns commence immediately behind the urethro- vaginal tubercle, and run upwards along 
the middle of the anterior wall, gradually tapering till lost about half towards the cervix. There is a 
posterior column, generally less prominent, occupying a similar situation on the posterior wall. These, 
as well as the rest of the antero-posterior vaginal surfaces from end to end, are crossed by an irregular 
series of transverso-curvilinear ridges, inclining upwards as they approach the lateral borders, where 
they subside altogether or break up into minute tubercles. The columns, ridges, and the remainder 
of the surface, are studded more or less with similar elevations, inconstant and variable as to their 
forms, analogous in appearance to those seen on the upper surface of the tongue. As a rule all these 
processes are less numerous and prominent the nearer they approach the borders and upper portion of 
the vagina. Microscopic papillae, on the contrary, abound everywhere under the vaginal epithelium. 
At the point where the muscular coat attaches itself to the uterine cervix, the lining membrane, 
divested of all processes, but retaining its papillae and epithelium, passes on to the uterine labia to 
terminate abruptly at the margin of the external uterine os where the lining of the cervical cavity begins. 

The columns (generally there are two anterior ones ; they are otherwise exceedingly variable) 
and transverse processes at the lower half of the vagina share in the erectile distribution existing in 
that part of it and the urethra. The two columns— probably the transverse processes also — are not 
exactly opposed, permitting a kind of dovetail approximation of the antero-posterior surfaces, and so 
more effectually closing the vaginal canal. 

RECTUM. 

The pelvis, above the sub-peritoneal pelvic plane, is divided by the uterine body and its lateral 
ligaments into an anterior and posterior cavity, but not quite equally, since the inclination of the 
lateral ligaments tends to a point behind the median transverse line — that is, to their attachments at 
the sacro-iliac joints (Figs. 1, 2). The posterior cavity is subdivided by the semilunar conformation 
of the utero-sacral ligaments into a retro-ovarian and a sacro- rectal portion, the latter being in fact a 
foramen, circumscribed by these ligaments in front and the sacrum behind, entirely occupied by the 
rectum. The sub -peritoneal portion of the rectum, usually, but not always, attached to the left side 
of the sacrum by an intervening fold of peritoneum, the meso-rectum, loses its peritoneal coat in 
passing through the recto-sacral foramen, descending first as the sacral, and lastly as the anal portion 
to end at the anus. The sub-peritoneal portion of the rectum, under ordinary circumstances, is 
separated from the uterine body by convolutions of small intestines, which usually fill the retro- 
ovarian space. The peritoneum descends more in front of the rectum than at the sides, forming 
the utero-rcctal peritoneal fold — Pouch of Douglas — the only part of the peritoneum below the 
sub-peritoneal pelvic plane {vide Plate). 

The sacral portion of the rectum lies in the hollow of the sacrum. The lower two inches is the 
anal portion y which turns back from the sacral portion at an angle, more or less, which generally 
corresponds with the first fold of Houston. This fold, springing from the right side and passing along 
the anterior surface, is occasionally ineffaceable. The rest (two more at most) are not so, being folds 
of all the intestinal coats, which is the case with the latter in the majority of instances. 

E 
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The sacral portion of the rectum in the female, unlike that in the male, where it is spheroid, 
forms an ampulla or rectal sac, chiefly at the expense of the posterior parietes. Where the rectum 
is surrounded by the crescentic utero-sacral ligaments with which it has intimate muscular relations, 
there is often an aggregation of circular fibres continuous with the inner circular coat, but more re- 
sisting — sphincter sup^rieur — Nelaton . 

The longitudinal muscular bands of the colon expand along the sigmoid flexure gradually into 
two, and at the commencement of the rectum into a single entire muscular coat of longitudinal fibres. 
These become thicker and stronger as they approach their anal terminations. The inner muscular 
fibres are circular. At the anal portion they form a strong muscular ring at least an inch and a half 
wide — the inner sphincter. 

The mucous membrane of the rectum is remarkable for its loose texture, great vascularity, and 
the number and size of its glandular orifices, the latter giving the surface a sieve-like appearance ; 
in the undisturbed state it lies in longitudinal folds projecting considerably into the rectal cavity. 
In the upper portion of the rectal sac their continuity is interrupted by folds in the contrary 
direction. 

T^e columnae recti (Morgagni) in the anal region are not mere membranous folds, but mucous 
processes sustained by sub- mucous muscular organic fibres loosely connected by a cellular tissue, which 
is abundantly permeated by nervous fibrils and vessels. 

The rectal glands cease at the anal portion, which presents instead numerous papillse. 

The recto-vaginal muscle is a fleshy bundle derived from the anterior part of the longitudinal 
muscular coat of the rectum a little above the anal portion ; it is inserted, tendinous, into the pos- 
terior part of the vagina a little below its middle third. 

RectO'Coccygeus muscles — retractores — recto ^ arise, the two near together from the anterior surface 
of the second or third bone of the coccyx, inserted into the back of the rectum less than half an 
inch above its passage through the recto- vesical fascia. 

The longitudinal muscular fibres of the rectum are not only firmly connected to the recto- 
vesical fascia, many fibres with elastic filaments in addition are continued on so as to be as firmly 
connected with the subcutaneous tissue immediately surrounding the anus. 



The pelvic cellular tissue occupies those parts of the hollow of the pelvis subjacent to the peritoneum 
not occupied by pelvic viscera. The vesico-vaginal cellular process encloses and accompanies the vesico- 
vaginal venous plexus, from the neck of the bladder to the uterus. The utero-iliac in like manner 
encloses the uterine-venous plexus, and the uterine vessels between the sides of the uterus and the sacro- 
iliac symphysis. The utero-sacral, connected together behind the neck of the uterus by a retro-uterine 
mass (Pl.VIIL, Fig. 1, c. 1), curves round the rectum with the utero-sacral muscles to reach the sacrum. 
Behind the rectum it is a loose tissue containing fat. A stratum exists between the vagina and the 
rectum, another between the former and the bladder. It surrounds the urethro-pubic venous plexus 
in the space of that name between the urethra and pubic attachments of the longitudinal muscular 
coat of the bladder ; it fills the vesico- pubic space left behind the pubis where the peritoneum passes 
lo the abdomen on the anterior vesical ligaments. In short, besides the viscera, it surrounds, isolates, 
yet maintains in their places all the nerves, nerve plexuses, arteries, venous plexus, absorbents and 
glands in the pelvic cavity ; and the proportion of its constituent elements — muscular, fibro-elastic, 
or cellular, is determined by its physical relations with each of them. 

The female pelvis is especially remarkable for the number and variety of venous collocations, 
of which the veins serve other and very important purposes than as mere channels of transmission. 
The Clitoris and its crura are essentially erectile bodies; the Urethral, the Urethro-vaginal, Vagino- 
uterine and Uterine venous plexuses (Pis. IV., VI.) are turgescent {turgeo, to swell). The Uterine 
body, the Bulb of the ovary, and Bulb of the vagina^ are erecto- turgescent. The turgescent state of 
erectile bodies is a temporary state, the circulation in them except when invoked to erectile activity being 
of the ordinary character ; turgeacence on the contrary is the ordinary state of turgescent bodies. The 



PLATE VIII. 

uterine body^ the bulb of the ovary^ the bulb of the vagina> the lower half of the vagina^ the 
urethra, are turgescent in the ordinary state^ but share with the clitoris in the function of temporary 
erectility. 

In structure these three orders of venous bodies are similar ; a mesh composed of muscular^ or 
cellulo-muscular tissue^ forming angular spaces freely communicating with one another : the spaces 
in size vary from the calibre of a considerable vein to one almost that of a capillary. The long axes of 
the spaces take the direction of the long axes of the organ^ representing altogether an enormous 
capillary, their analogous lining membrane exercising over the retarded blood a similar conservative 
power. 

All erectile and turgescent structures possess special arteries ; of which the distribution or 
conformation is peculiar and characteristic. The chief artery or arteries running along the centre 
divides suddenly into lateral primary branches, which immediately becoming tortuous sub* 
divide into innumerable tufts of minute tendrils (clitoris and crura), or the main arteries becoming 
tortuous almost before reaching the organ rapidly subdivide into innumerable spirals (uterine body), 
or primary spiral branches are given off from one side of the main artery at some distance from the 
organ (ovary) , or the main artery is merely tortuous as it meanders among the larger veins at the 
periphery (turgescent venous plexuses). In all cases the arterial distribution ramifies on and is 
su&tained by the muscular or musculo-membranous framework, and opens separately into the venous 
spaces at the apices of the angles necessarily resulting from the formation of each trabecular mesh. 
The size of the terminal arteriole varies from the calibre of a capillary to that nine or ten times 
greater. The question as to the existence of terminal vessels of the latter size has been settled defi- 
nitively by the corroded preparations of Langer ; the veins of the male corpus cavemosum were filled 
with an injection of one colour, the arteries with one of another colour ; the spaces became filled with 
the venous injection ; the bases of Valentine^s conical terminations of the arteries were seen to be con- 
tinuous with the spaces, and of course injected with the venous injection ; their apices were continuous 
with the end of the arterioles plainly distinguishable through the contrast presented by the two 
injections. Yalentine^s cones in fact are the angles of the venous spaces, at the ends of which each 
arteriole directly opens. 

The configuration of erectile and erecto-turgescent bodies is maintained by an outer cortex, a 
denser portion merely of the general structure wherein the spaces are smallest, and consequently the 
trabeculse in closer approximation, presenting efferent venous perforations peculiar to each body. 
The turgescent bodies are sustained by their general musculo-membranous mesh, which, admitting of 
some distension, at once brings them back to their normal state on removal of th^ distending cause. 
During pregnancy the two latter bodies are in a state of unusual distension, in sympathetic parallelism 
with the vascular hyperplasm going on in the uterus. Physiological conditions effected through their 
extensive venous intra-communications and co-existing with the vitality of the germ ; death of the 
latter and consequent subsidence of the attendant vital uterine-turgosis, is immediately followed 
by that in the rest of this venous system ; the disappearance of the characteristic blue turgidity 
from the visible parts of the female generative organs being amongst the earliest signs of the 
accident. 

What is known as the lining membrane of the uterus is the seat of all the vital processes peculiar 
to the uterine function — in fact is the uterus itself clothed in an erecto-turgescent investment. The 
remainder of the oi^an differs in no respect from other erecto-turgescent bodies except in the compo- 
sition of its framework, which is almost entirely muscular. The " curling arteries '* of the uterus, 
after passing from the muscular coat of the uterus, for the most part obliquely, through the layer of 
the deciduum (utero-epichorial portion of highly developed mucous membrane of the uterus, Coste), 
which forms the roof of the placenta, open directly into the interior of the latter (Hunter), that is, 
into venous spaces, *^ which gives to this portion of the mucous membrane an areolar and erectile 
appearance,^' Coste : — such spaces communicating directly with the uterine venous sinuses or spaces 
adjacent, that is, are continuous with the vascular medulla of the uterus. (PI. VII.) 

Erectile Thrombus of the Uterus. — 1 Case : A robust countrywoman in her seventh pregnancy ; 
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breech presentation^ easy labour^ female ehild^ evidently for some time dead ; placenta expelled ten 
minutes afterwards^ no hsemorrhage or untoward symptom for the first three days. On the fourth 
day violent haemorrhage 3 death from exhaustion in three hours. On the left side of the cervix 
about an inch from the os uteri a rugged, sloughy opening communicating with a cavity the size of 
a small orange^ filled with loose clots^ not in laminated coagula, and opening into the sac five or six 
blood vessels, large enough to admit a small bougie. 

2 Case : Age 25 ; third child ; hand presentation ; delivery by turning without difficulty ; 
placenta expelled quickly by natural efforts ; patient recovering well after the fourth day. Copious 
flooding on the eighth day : death on the 1 8th. — Near the uterine neck on the left side and between 
the folds of broad ligament a sac partly filled with bloody pus, communicating by a large aperture 
with the cavity of the uterus. The opening had the appearance of a deep excavation or ulceration, 
readily admitting two fingers. 

3 Case : Varicose veins in the lower extremity traceable into the vagina. Labour natural and 
favourable. Shortly afterwards a " fearful rush " of blood very unexpectedly, inasmuch as the uterus 
had contracted perfectly. Alarming prostration, patient almost pulseless for hours, the uterus con- 
tinuing all the while perfectly contracted. In tlie situation of the anterior lip its substance felt as if 
broken up into a soft pulp, the consequence apparently of the formation and rupture of a labral 
thrombus. 



The pelvic cellular tissue, as before observed, encloses the vagina and uterus, together with their 
vascular connexions. In structure it is eminently fibro-elastic and muscular also, where it surrounds 
and constitutes the framework of the uterovaginal vascular plexuses : so constituted, it forms an 
integral part of the uterine system, which may be conceived as having been thrust into the pelvis 
between the rectum and bladder, and there fixing itself by cellular attachments to every available 
part of the pelvic cavity. The independence of this uterine collocation is exemplified in certain forms 
of prlvic subperitoneal abscesses of long standing, which leave unaffected from first to last the rectum, 
ureters, and bladder. The uterine cellular system is continuous at its periphery, with every part of 
the subperitoneal cellular tissue at the lower part of the abdomen. 

To determine the probable course of diffuse abscess in the pelvic cellular tissue, Konig injected 
into it at various points air or water ; a, beneath the peritoneum, near the ovary or Fallopian tubes, 
the injection made its way along the psoas and iliacus muscles into the pelvis. 6, beneath the lateral 
ligament, close to the upper and fore part of the cervix, it filled the same side of the pelvis, passed 
along the round ligament towards Poupart's ligament, and lastly to the iliac fossa ; c, beneath the 
broad ligament near the upper part of the cervix but rather behind, it filled the posterior and lateral 
parts of the pelvis, afterwards passing along the psoas and iliacus muscles, and eventually into the 
pelvis (Hewitt) ; but the spread of matter has shown itself co-extensive with the cellular tissue : pelvic 
abscesses have burst or been opened (in the order of frequency) : 1, in the iliac region ; 2, above the 
pubis, nearly as high as the navel ; 3, in the inguinal region ; 4, by the side of the anus, probably 
through the ischiatic notch ; 5, by the vagina ; 6, by the rectum ; 7, into the bladder ; 8, into the 
peritoneum. Purulent collections occur also between the bladder and uterine cervix, and between the 
vagina and rectum, as local suppurating phlegmons. 

Some recorded Forms and Localities of Pelvic Abscess, — 1. A hard circumscribed tumour on the 
left hypogastric and left iliac regions, extending as low as Poupart's ligament, eventually increasing 
and becoming more prominent above the pubis at the median line, where it was opened with an 
escape of a large quantity of matter. 

2. A painful swelling to the left of the pubis, which slowly extended to the other side ; slow 
increase of swelling towards the navel ; it was opened midway between the navel and pubis, giving 
exit 10 a considerable quantity of matter. 

3. Pain in the left groin ; some swelling and hardness above Poupart's ligament; forced flexion 
of the thigh ; slow increase of swelling, which gets more and more prominent, especially outside the 
saphenic opening. Opened in the latter situation. Escape of about six ounces of matter. 
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4. Pain in tte lower part of the back and escape of pus by the rectum ; no tumour perceptible by 
external examination on the pelvic region. A considerable swelling felt per vaginam behind the left 
side of the uterine cervix. Uterus immovable, occasional considerable discharges of pus per rectum ; 
afterwards hardness and fulness to the right of the anus, and eventually there a dense fluctuation. A 
large opening made by the side of the anus ; profuse discharge of pus, rapid subsidence of the swellings 
and morbid symptoms. 

5. A well-defined tumour low down on the right iliac region; fulness and tenderness at the right 
side of the vagina ; uterus pushed towards the left side ; escape of pus by the rectum ; slow sub- 
sidence of the tumour. 

6. A large, hard, and tender swelling on the left upper inguinal region; uterus fixed, and some 
hardness and tenderness in front of, and at the left of, the cervix ; dysentery, with appearance of pus in 
the evacuations ; rapid disappearance of the tumour ; death firom irrepressible dysentery, consequent 
on the bursting of the abscess in the lower colon. 

7. A similar case; death, also, from dysentery set up by the frequent discharge through an 
opening into the rectum. 

8. A large, hard, well-defined tumour on the right iliac region, extending to the median line and 
above the crest of the ilium; sudden copious discharge of pus from the vagina; quick subsidence of 
the tumour and rapid recovery. 

9. A tender tumour immediately above the pubis; uterus fixed ; morbid sensibility and hardness 
in front of, and immediately above, the cervix ; appearance of pus from the vagina : slow, but con- 
tinued discharge for months ; gradual subsidence of the tumour ; slow recovery. 

10. A very painful tumour in the supra-pubic region ; swelling and hardness in the upper and 
anterior wall of the vagina, pushing the cervix considerably backwards ; appearance of blood and pus 
in the urine : quick disappearance of the tumour ; rapid recovery. 

1 1. Tumour behind the pubes, on the left side ; at the end of several weeks, purulent discharge 
from the bladder ; continuing for twelve months, with great irritability of the bladder and vesical 
tenesmus; eventual recovery. 

12. Hard, tender tumour in the left pubic region; great reduction of it after leeching; but soon 
afterwards, deep-seated hardness and tenderness in the right inguinal region, which slowly increased 
into a tumour of large size, extending deeply into the pelvis, and causing semiflexion of the 
right thigh ; softening in the iliac region ; puncture there ; immediate escape of twenty ounces of pus ; 
recovery. 

13. Tumour in the right iliac region, causing enlargement of the abdomen equal to that of a five 
months' pregnancy ; os uteri low in the vagina and inclined to the right side ; uterine body inclined 
towards the opposite side ; discharge of a small quantity of matter by tapping ; death. An enormous 
abscess originating in the cellular tissue between vagina and rectum, and opening into the peri- 
toneum. 

14. Large uterine fibroid; hardness and tenderness in the left iliac region; sudden pain in the 
lower part of the abdomen on the left side; severe peritonitis; death. A large abscess in the left 
broad ligament had made its way into the peritoneum. 

15. Uterine fibroid; a painful swelling of considerable size in the left iliac region; discharge per 
rectum of an immense quantity of pus and subsidence of the tumour ; refilling of the abscess, which 
now burst externally at a point corresponding to the inner ring. 

16. Uterine polypus ; removal by ligature ; rigor and pain in the left iliac region; sudden violent 
pain in the abdomen, with vomiting ; collapse ; death. A large abscess on the left broad ligament, 
which had burrowed across behind the uterus to the right side, and burst into the recto-uterine 

peritoneal pouch. 

17. Uterine polypus; ligature; hardness and tumefaction deeply in the right iliac region, rapidly 
followed by similar indications in the left iliac region ; death from sinking. In each iliac region a 
globular tumour, closely connected with the uterus, rectum, and adjacent parts ; each contained a 
quantity of yellow, inodorous pus. 
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18. Pain and swelling in the left iliac region ; in a few days extending toward the middle line, 
eventnally rising to within an inch of the umbilicus. Uterus borne upwards and fixed; sense of 
fluctuation to the finger carried to the upper and back part of the vagina ; tapping at the latter point ; 
immediate escape of twelve ounces of brownish serum, with a small quantity of pus ; succeeded next 
day by a discharge of unmixed pus, which continued to come away in uninterrupted and intolerably 
foetid gushes, daily, for three months after the operation ; great emaciation and prostration ; eventual 
recovery. 

19. Pain and swelling deep in the left iliac region ; uterus fixed high up in the pelvis ; intense 
hardness, perceptible to the finger, sweeping round the vaginal cervix ; obscure sensation of softening 
at the back of the vagina ; tappinjjj at that point ; exit of brownish serum, no indications of pus ; 
subsequent discharge from the opening of intolerably i'oetid pus ; closure of the openinji: with renewal 
of constitutional symptoms ; a drainage tube introduced through the puncture and brought out an 
inch below ; reappearance of foetid discharge, which continued uninterruptedly (slowly diminishing in 
quantity) for some weeks ; recovery. 

20. Pain deep within the pclvia ; tenderness on pressure over the iliac re«;ion8 and above 
the pubis. Uterus fixed high up in the pelvis; tenderness and tumefaction around the vaginal 
cervix, especially in front next the bladder; puncture there; escape of brownish serum with 
some pus ; followed the next day by more pus and a fluid smelling like urine ; increase of swelling 
over the left iliac region. Pus now appeared in the urine and in the stools, pointing externally 
at the inguinal region, and subsequent bursting of the abscess there. No urinous odour after the flrst 
occasion. 

The Ventoneiun, except under the foregoing circumstances, maintains its relations with the sub- 
stratum, rather with the organ to which it furnishes a covering, the intervening connecting cellular 
layer notwithstanding. Having secured the urethra, if the bladder be distended by fluid injections 
through the ureters so as to imitate that which takes place in the living body through extreme reten- 
tion of urine, the bladder is seen to rise in the form of a regular ovoid as high ad the umbilicus, but the 
pelvic peritoneal relations undergo no change ; the vesieo-pubic subperitoneal space is not extended 
upwards, as generally supposed ; the peritoneum still descends on the anterior parietcs of the abdomen 
to an inch above the pubis. In complete procidentia of the uterus, or hypertrophic elongation of the 
cervix, there is complete inversion of the vagina; nevertheless, the utero- vesical and utero- rectal peri- 
toneal folds maintain their former connexions in their new situation. The bladder is invariably found 
within the inverted vaginal sac, and though the pelvic attachments of the rectum will permit no 
part of it but its anterior wall (and this not always) to enter the sac, the pouch of Douglas will 
still be found occupying the lowest place in it, behind still, and attached to, the cervix, the posterior 
layer and its continuation into the meso-rectum being, of course, greatly on the stretch. The utero- 
rectal pouch being attached to the cervix so low as the attachment of the vagina descends with it, but 
the utero- vesical fold not being attached beyond the uterine body, remains above the sac in cases of 
cervical elongation merely. 

Cotnjt/cte Inremun of the Vafjina is associated with complete prolapsus of the uterus or with 
hypertrophic elonfration of supra-vaginal cervix. With complete prolapse olthe uterus there is complete 
prolapse of the bladder, but not of the rectum, which remains altogether, or at least at its upper two- 
thirds, unaffected, owing to the laxity of its in tro -cellular attachments with the vagina and its closer 
relations with the pelvis above the utcro-sacral lii^aments. The anterior wall, at its lower third, above 
the inner sphincter, not below, as has been already indicated, being mon; intimately connected to the 
corresponding part of the vaiJ:ina, occasionally forms a part of the contents of the inverted vaginal 
sac. The utcro-sacral ligaments are elongated and put greatly on the stretch, still leaving undisturbed 
the upper part of the rectum, the intermuscular connexion between the two notwithstanding. The 
contents of the alar mesentery or ligament — viz., the ovary and Fallopian tubes, except the uterine 
ends of the latter — do not usually follow the uterus ; this is prevented by the form of attachment to the 
pelvis of the posterior layer of the broad ligament, in which they are involved. The perineal 
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body is necessarily distended and attenuated, the perineal septum and vaginal ring, or vaginal 
aperture, effaced ; the vagina can be traced direct to its attachment to the rami of the pubis and 
ischium, which would scarcely resist the strain of the hernia, were it not for the recto-vesical 
fascia (superior pelvic aponeurosis). (PI. IX., Figs. 1, 3, 4.) The forcible separation of the 
pubo-coccygeus muscles (anterior fibres of the levator ani), of course, attends the eHacement of 
the septum and vaginal aperture. On the whole, the alteration, as far as regards the perineum, 
may be said to represent in a chronic state the changes attending the last stage of partu- 
rition. The urethra at first makes a curve round the back part of the urethro-vaginal tubercle, 
eventually pressing the latter forwards, and almost effacing it, in taking its new direction downwards 
and forwards. 

Other anatomical changes of importance take place in uterine prolapse. The primary uterine 
vascular trunks have to take a new direction ; and were it not for the fibro-elastic structure of the 
before-named cellular processes surrounding them, the latter would give way, and the retention of 
the reduced prolapsus be impossible. (PL XI.) 

Hypertrophic (Huguier) Ili/perplastic (Virchow) elongation of the Supra-Faginal Uterine Cervix. — 
Here the inversion of the vagina is occasioned by an enlargement of the supra-vaginal cervix in a 
longitudinal direction, the elongation occasionally exceeding three or even four times its natural 
length. This curious change is attended by a general expansion and thickening (rarely by sub- vaginal 
elongation) of the sub-vaginal portion of the cervix, due to the lateral action on it of the vagina in 
resisting the protrusion. The perineal changes are the same as in complete uterine prolapsus. The 
uterine body, usually unchanged, remains in situ, its ligamentous and cellular connexions unaffected. 
The recto-vaginal peritoneal fold descends with the lower end of the cervix. The utero-vesical fold 
remains in place. The entire base of the bladder is prolapsed, this part of it composing the fore part 
of the hernia. The vesical ends of the ureters open at the lateral surfaces of this portion of the bladder. 
The peritoneal coverings of the utero-sacral ligaments, generally the entire structure, are profoundly 
affected, but the rectum is undisturbed, except occasionally, as in prolapsus. The strain upon the 
urethra causes a receding, or disappearance even, of the urethral orifice. 

Should there be considerable lateral hypertrophy of the sub- vaginal cervix in this affection, there 
will be a marked outward resemblance to ordinary uterine prolapse. In such cases the retro-uterine 
peritoneal fold is often below the level of the os. 

Calculous incrustations of the prolapsed bladder occur occasionally in cases of hypertrophic elon- 
gation. 

Inversion of the Uterus, — The only essential anatomical conditions leading to this accident are a 
flaccid uterus and an open uncontractile os. In the absence of the first condition reduction is impossible, 
even after removal of the organ. The inversion is seldom complete. The end of the finger can then 
be passed round the pedicle of the tumour within the os uteri, but is arrested at a short distance 
equally all round 3 when partially complete the character of the tumour, in respect to its attachment, 
resembles those of a polypus or a polypoid hyperplasm of one of the uterine lips ; when complete 
no sign of os can be felt. As a rule, the contents of the inverted uterus are — the uterine halves of 
the Fallopian tubes, nothing more; this for reasons as above stated. Among the many recorded cases 
of the removal by ligature of irreducible uterine inversion no mention is made to the contrary, but 
the following case shows the possibility of such a complication when, as might after all be anticipated, 
the inversion is shared by the vagina. 

1 Case : Complete inversion of the uterus and vagina, induced by the growth of a polypus attached 
to the fundus uteri. The tumour, at first confined to the vagina, gradually presented itself in the 
form of a considerable protrusion beyond the vulva. The attendant symptoms were profuse leucorrhoea, 
irritable bladder, occasional menorrhagia, by which the patient was worn to death in four years. 
Bladder and rectum in situ. The swelling protruded six inches, and consisted of the polypus as large 
as an egg, attached to the most depending part or fundus of the inverted uterus. This and the everted 
vagina made up the rest. The cul de sac thus consisted of, first, the inverted vagina, and, next, the 
inverted uterus. It contained both ovaries and Fallopian tubes j also a coil of small intestine. 
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2 Case : Profuse menorrhagia at brief intervals during the last twelve months. Last parturition 
twelve months ago : some difficulty in removing the placenta. Tumour on the vagina pcdiculated^ 
pyriform, the large end about the size of a walnut ; neck or pedicle embraced, not constricted, by the 
OS ; moderately firm, fleshy, insensible ; surface smooth, of a dark pink colour. Patient said she felt 
no pain. Chronic inversion suspected, but opposed to this idea was the character of smoothness, in- 
sensibility, absence of bleeding points, and its occasional prolapse beyond the vulva, constituting the 
very essence of a difllerential diagnosis in favour of polypus. On slight traction downwards all trace 
of uterine os is efiaced ; this reappeared on replacing the tumour within the vagina. A bougie was 
arrested half an inch above the os ; it could be carried at this height all round between the latter and 
the pedicle of the tumour. Removal by ligature applied just within the os ; recovery ; vaginal tumour 
cylindrical ; surface rough and villous ; sanguineous discharge exuding at innumerable points ; ten- 
derness to the touch. These, the characteristic signs of inverted uterus, may be changed into those of 
polypus by a contractile os uteri. 

3 Case : Vaginal tumour six weeks after labour, which was unattended by any untoward circum- 
stances whatever. The usual signs of polypus present ; those of uterine inversion emphatically absent. 
Repeated consultation , diagnosis, polypus ; removal by ecraseur, on a level with the os uteri. The 
tumour was an inverted uterus ; no hjemorrhage ; recovery without an unfavourable symptom. 

4 Case : Vaginal tumour ; history and physical signs those of uterine inversion, with a constricted 
OS uteri ; removal by ligature and ecraseur. The tumour turned out to be a hyperplasm of the pos- 
terior uterine lip. 

Uterine Tumours, — That all uterine tumours, at some period of their formation, contained arteries, 
veins, lymphatics, and even nerves, is a notion dating from the time of Dupuytren. Vogel was the 
first to show that the so-called uterine fibroids in structure resembled the uterus. Simpson regarded 
them as local uterine hypertrophies, but Virchow claims the entire credit of having proved to demon- 
stration that uterine fibroids in all varieties could be traced back to a stage when they were hyper- 
plastic evolutions of the uterine parenchyma. Their structure therefore corresponds with the uterine 
tissue concerned in their formation. Thus — 

Soft Myoma is a more or less general uterine hyperplasm. Hard Myoma is the same at an early 
stage of transition. General uterine hyperplasm is a chronic condition of the uterus resembling 
that immediately preceding menstruation. Hypertrophic elongation of the cervix is partial uterine 
hyperplasm ; another form of it is hyperplasm of the anterior lip, involving part of the cervix, or 
channelled polyp (Oldham), being a true hyperplasm of vessels, muscular structure, mucous coverings, 
lacunae (naboth ovules), and processes of Arbor vitie. Hyperplasm of the entire vaginal cervix > 
muscular, or vascular, or both ; the central vascular medulla forming an erecto-turgescent enlarge- 
ment of one or both uterine labia, generally of the posterior one, which may proceed to the polypoid 
stage of myoma, eventually hanging to the cervix by a pedicle containing one artery of magnitude 
at least. 

Myomas are comparatively rare at the uterine neck, where the vascular medulla is proportionately 
less. They are common in the uterine body. Subserous Mt/omas arc comparatively small ; they harden 
rapidly; the outer uterine cortex tends to repress their vascularity, eventually cutting off" nearly all vas- 
cular communications ; in rare instances, leading to their complete detachment. Submucous At^oma 
is the fleshy polyp, sessile or peduncular ; is equally a hyperplasm of the uterine substances, a 
myoma covered by uterine mucous membrane which has participated in the plastic process, having 
moments of turgidity in sympathy with the erectile states of the uterus ; its enlarged vascular trellis 
capable of giving forth on such occasions, if wounded, abundant hsemorrhage. These myomas are 
usually associated with soft uterine hyperplasm, the uterine mucous membrane being the source of 
hsemorrhage precisely as it is at the menstrual period. This kind of polyp is occasionally the seat 
of thrombus. 

Intra-parietal Mi/omas, the most frequent form ; become usually, sooner or later, the typical myo- 
fibroids of the uterus. They commonly first appear at the back of the uterus or the uterine iundus, 
more or less projecting into the cavity. So long as they retain their original connexion with the 
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aterine parenchyma^ the remainder of the uterus and the uterine vessels enlarge as they do in preg- 
nancy. When the growth of the tumour exercises an obstructive pressure on the latter, the circulation 
ceases, the walls of the uterus are atrophied ; in the end, should the myoma advance to its hard stage 
of transition, it is difficult to ascertain what is tumour and what uterus, both being confounded into 
one indistinguishable hard mass. 

Cavernous intra-parietal myomas — vascular hyperplasms of the uterine medulla. They are the 
seat of erectile phases, producing those fluctuations in volume so remarkable in some instances of 
uterine tumour. 

The cavernous souffle is commonly heard in the vascular stages of intra-parietal myomas. 

Pure Muscular Myomas are hyperplasms, it has been supposed, of some part of the outer half of the 
uterine wall, which is exclusively muscular. 

Cystic Myomas are of the muscular kind, presenting cavities containing fluid. The smaller central 
cavities result apparently from the separation of muscular fibres— dilated venous spaces probably, with 
destruction of the venous lining, since they are not lined by a special membrane, but are traversed by 
muscular trabecule, and have the appearance of the heart cavities. When the cavity is of great size, 
the uterine wall invariably forms a part of it. The contained fluid is occasionally red, reddish brown, 
or black (Hsemato-cavemous Myoma). The contents of the larger cavities resemble, as might be 
expected, the fluid in retention cyst of the uterine cavity. 

1 Case : Age 48 ; menorrhagia ; the vagina contained a soft pediculated myoma the size of a 
pear, somewhat tender and giving out blood freely when touched. Pedicle encircled in front 
by the os uteri, could be traced to the posterior lip with which it was continuous. Removal by 
ligature; recovery. 

2 Case : Age 46 ; menorrhagia, and much watery ofiensive discharge ; eventual protrusion from 
the OS uteri of a myoma the size of an egg with a peduncle the size of a goose quill, its surface smooth, 
red, and vascular ; removal by torsion ; no haemorrhage ; recovery. 

3 Case : Age 27 ; menorrhagia foUowmg miscarriage ; supposed retention of ovum. A soft myoma, 
the size of a thumb, hanging in the vagina from the uterine orifice ; colour bright red ; bleeding freely 
when touched ; the pedicle the size of a quill ; excision ; free bleeding from a small artery ; styptics ; 
recovery. 

4 Case : Patient young and unmarried ; leucorrhsea and supposed prolapse of uterus ; no derange- 
ment of menstruation. A long soft myoma, florid in colour, hanging from within the os uteri; 
removal by torsion. Speedy disappearance of general symptoms of uterine prolapse. 

5 Case : Age 27 ; menorrhagia, attributed to uterine prolapse ; the tumour which appeared exter- 
nally was about three inches long, an inch in diameter, tapering slightly downwards, its free end 
slightly ulcerated and altogether indistinguishable from an ordinary uterine prolapse, except by the 
absence of the os uteri. Hyperplasm of the posterior uterine lip ; pedicle the size of the little finger. 
A strong arterial pulsation in the stalk ; removal by ^craseur. 

6 Case : Age 45 ; regular menstruation ; sensation of a lump on the vagina which occasionally 
comes down beyond the vulva with more or less subsequent haemorrhage. Hyperplasm the size of 
a goose's egg of the anterior lip drawn into a pedicle the size of a forefinger. Ligature ; recovery. 

7 Case: A6;e 37 ; similar to No. 6; excision. Smart haemorrhage, resisting haemostatics; sub- 
sequent ligature of the attached part of pedicle ; recovery. 

8 Case : Age 46 ; hard myoma projecting from the os uteri ; eventual descent of it into the 
vagina. X^igature by means of Gooch's canula; immediate excision below the ligature. The 
supposed pedicle proved to be an inverted portion of uterus. Retention of the canula ; eventual 
recovery. 

9 Case : Age 46 ; excessive menorrhagia for two years ; tumour in the vagina the size and shape of 
a turkey's egg ; on its surface rough, firm, and of a dull pink colour. Peduncle thick as the thumb, 
closely encircled by the os uteri ; ecraseur ; recovery. Tumour when laid open found to contain 
several almond-shaped cavities filled with blood ; on the walls of the cavities there were projecting 
villi resembling in miniature the carneae columnae of the heart. 
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10 Case: Age 84; profuse menorrbagia. A hard myoma the size of a walnut^ its pedicle 
traceable to the uterine fundus. Ecraseur. No recurrence of haemorrhage from the moment of the 
operation. {Fide PL XVI.) 

In shape and size as well as in structure, uterine tumours oflFer innumerable variations, but what- 
ever the nature of their subsequent changes, their growth appears to have commenced in the uterine 
medulla, as all, without exception, coming under observation at a suitable period, could be traced 
back as hyperplasms of that part of the uterus. All commence, therefore, as intraparietals. A sub- 
mucous polyp is an intraparietal growing into the cavity of the uterus. The inner uterine cortex is 
comparatively thin, is more yielding than the outer cortex, and so oflFers less resistance to the vessels 
of the hyperplasm ; these fleshy polyps, therefore, rarely pass into the stage of hardness observable in 
subserous uterine tumour, but they often present a mixed character scarcely definable. They may be 
hypersemic, hsemorrhagic, cystic, ulcerative. The spongy polyp of Baillie is a muscular hyperplasm 
with empty intermuscular spaces ; the cystic polyp the same with spaces full of fluid. The (edematous 
polyp is greatly composed of infiltrated hyperplasm of uterine connective tissue. 

The uterine medulla is in quantity proportionately greater in the posterior and anterior wall, 
in the former especially so, and polyps are mostly found attached there. Whether peduncular or not 
the extent of their uterine attachments has no direct relation to their vascularity, the mere size of 
the pedicle is no sure guide as to the size of the vessels within it. Submucous polyps, great or small, 
are generally associated with menorrbagia ; the source of part of the haemorrhage may be the polyp 
itself consequent on the bursting of its vessels or those of its mucous covering, caused by uterine 
contractions or direct injury, but the chief source is the uterus itself, easily provoked into the 
menorrhagic state by the presence of that, whatever it may be, which acts as an irritating foreign body 
on its sensitive cavity. 

A subserous ideri?ie myom is an intraparietal growing outwardly ; here it projects before it the 
outer and more resisting uterine cortex and the muscular serous platysma, and tends therefore to rapid 
hardening. In shape and size they vary infinitely ; often very numerous when small (as many as 
forty have been seen on one uterus), seldom single when larger. Small subserous myoms are gene- 
rally sessile, larger ones peduncular, as might be anticipated from the mechanical agency of the outer 
cortex. Single ones are recorded large enough to fill the entire abdomen, but attached only by a 
pedicle to an upper angle of the uterus. Myomas of this class rapidly lose their vascularity ; as long 
as they are small and sessile they appear like muscular projections from the uterus. Those of mode* 
rate size, peduncular or not, speedily harden, some passing into the calcareous transition. Those of 
extreme size are generally cystic. 

The uterine hyperplasm may be a continued intraparietal, the uterus at the same time undergoing 
remarkable concomitant changes, extremely grave in character as well as embarrassing to the surgeon. 

With the growth of such a tumour the uterus may be enlarged, distorted, and displaced, 
j almost in every way conceivable. Intraparietals of the anterior, lateral, or posterior wall at their 

early stage cause corresponding deviations, flexions, and versions, whereby the enlarged uterine body 
is more or less bent in the direction of the seat of the hyperplasm on the comparatively attenuated 
cervix, the point of flexion being at the isthmus of junction between the two. As the growth goes 
on the uterus may sink into the pelvis and there contract fixed adhesions, or it may ascend beyond 
reach of the finger, putting greatly on the stretch the attenuated cervix held down by the vagina. 
Actual ruptures of the cervix from this cause are on record ; the two ends of the broken cervix may 
thus be separated to the extent of an inch ; or oblique elevations or sinkings of the uterus, the intra- 
parietal developing at one or other comer. These displacements are commonly attended by oblitera- 
tions or distortions of the uterine cavity, great disturbance in its ligamentous connexions, draggings 
on the rectum and bladder. Occasionally the uterus gets twisted on its long axis, the ovary and tube 
of one side have been brought round close to those of the opposite, the two appearing to belong to 
one side, or the lateral development of the intraparietal occupies the space between the separated 
anterior and posterior layers of the lateral ligaments with the physical signs of an ovarian tumour ; or 
it may be retro-uterine, descending into the retro-uterine peritoneal pouch, projecting eventually into 
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the upper and back part of the vagina^ simulating a vaginal fibroid or fibro-cystic or cystic vaginal 
tumour in that situation. 

Transition changes and structure varieties occurring sooner or later in all forms of uterine 
tumour are specially conspicuous in intraparietals of this last description. Erectile intraparietal 
myoma^ or disproportionate hyperplasm of the uterine medulla^ a non-cavernous angiom giving rise 
to rapid fluctuations of volume^ the paroxysmal and periodical turgescent state being often perceptible 
by a bellows sound. Simple muscular hyperplasm. (Edematous hyperplasm of the extremely scant (on 
the outer half of the uterus scarcely existing) cellular tissue^ which appears to have in a great degree 
taken the place of muscular fibre and become infiltrated. Pseudo-fibroid^ a myoma^ the fibres of 
which have become exsanguined^ blanched^ and hardened^ its real muscular affinity betrayed only on 
close examination^ by convoluted plexiform fibre and conchoidal fracture. Calcareous tumour , in hard- 
ness yielding only to the saw ; yet of madrepore structure resolvable by maceration into aggregations 
of minute calcareous deposits^ similar to what is deposited in the coats of vessels. Separation 
and transformation cysts — cystic intervals on the muscular structure of the myom, empty or filled 
with altered blood mixed or not with fluids of exudation or transudation^ or contents of cystic trans- 
formations of erectile vascular spaces^ the larger cysts, — retention cysts, — ^being partly formed by the 
uninvaded uterine cavity. 

Angioma, vascular tumour (Hughes Bennett) ; Hematoma, blood extravasation (Hooper) ; 
Thrombus^ clot in a vessel ; Caver7iou8 angioma (Virchow), cavernous hyperplasm ; Non-cavemous 
angioma^ hyperplasm composed of vessels only ; Pseudo-angioma, hyperplasm not entirely composed 
of vessels, and all varieties of varix ; all these forms occur in the uterine vascular system. 

Cavernous angionis consist of a cellulo-muscular mesh enclosing spaces not larger generally than 
from I — 2 lines in diameter, having afferent arteries and efferent veins, the whole forming a circum- 
scribed tumour, surrounded by a capsule or in the form of a diffuse cavernous angiom. 

Uterine cavernous angiom is rare. Virchow has seen but " a single case,^' not larger than a cherry- 
stone, situated in the substance of the uterus. Klob speaks of a sort of cavernous angiom with large 
spaces which he found in the uterus of an aged female, attached to what was the placenta surface. 
Under the name of erectile tumour, Labert has described a vascular polyp (Pseudo-angiom ?) of the 
uterine neck. Most of the so-called vascular-uterine tumours are placental polyps. 

Hamorrhoidal tumours are non-cavernous venous angioms, in the formation of which are engaged 
the submucous hsemorrhoidal venous plexus. This plexus surrounds the anus near the external 
sphincter, sending branches through it to the subcutaneous annular venous plexus at the margin of the 
anus. Hsemorrhoidal angioms usually occupy the columns of Morgagni, tapering with them upwards. 
Each column then contains the chief afferent and efferent vessels of the hsemorrhoid, suggesting the 
practice of partially detaching the tumour below before applying the ligature, but the hsemorrhoidal 
mucous sac is usually so surcharged with fine arterial vessels that the practice is inadmissible. 

Urethral venous angioma occurs in the shape of a dark-coloured, hard, vascular tumefaction of the 
urethro- vaginal tubercle or anterior half of the urethro- vaginal septum, sometimes of large size, pro- 
jecting between the labia. It is not sensitive like the vascular excrescence of the urethra ; the tume- 
faction appears to depend rather on venous congestion analogous to that which gives rise to 

priapism. 

Vascular excrescence of the female urethra, a Pseudo-angioma, in the form of a vascular polyp or 
polypoid proliferation of the urethral mucous membrane, the sensitiveness of the nervous part of the 
hyperplasm intensified by exposure. Simple protrusions of the urethral mucous membranes also 
become thus extremely sensitive. Vascular excrescence is covered by the urethral epithelium, small 
cystic cavities (remains probably of urethral glands) filled with mucus are occasionally observable 
in them. 

Certain granular and fungous vascular growths on the uterine labia — a tumid, uneven, and highly 
injected state of them attended by haemorrhage and leucorrhoea, have been considered as closely allied 
to haemorrhoids. 

F 2 
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Highly sensitive angioms are not peculiar to the urethra ; similar forms are met with at the 
mai^n of the vaginal caruncular remnants of an imperfectly obliterated hymen. 

Placental or stalactite uterine Hematoma is produced by blood trickling over a portion of retained 
placenta. Such hsematoms sometimes fill the uterine cavity, distending by successive layers of 
accretion the os and cervix to a funnel shape. The base of attachment is necessarily the placental 
surface. 

Tkrombuses in varicose venous plexuses may become hsematomas^ which tend to keep open the 
surrounding broken ends of the vessels, aggravating the consequences in proportion as they become 
larger, ever tending to increase till restrained by the tension of surrounding tissues. 

Muscular Hematoma — from rupture, for instance, of the abdominal recti muscles, not the impro- 
bable precursor of the so-called abdominal muscular fibroid. 

Ct/sfs, Follicular, Retention, Distension, Separation, and Transformation Cysts. All cysts are 
strictly speaking retention cysts ; the term, however, is peculiarly applicable to the two first mentioned. 
Hydrometr&, Fallopian dropsy, are instances of pure retention. Separation cysts are exemplified in 
cystic myomas. Transformation cysts result from changes in angioms, the exact nature of which is 
still undetermined ; they were long ago described by J. Bell, and subsequent authorities have added 
nothing of precision to his description of them. " Often in the course of this disease'^ (cavernous 
angioma, or aneurism by anastomosis) '' various sacs are formed which receive sometimes serum and 
sometimes blood, according to the state of the tumour. So that tumours of this kind sometimes burst 
like a ganglion or great salivary tumour, discharging their serum-like saliva." This in allusion to a 
polypoid angioma, which at first contained blood only, but afterwards became transformed into a large 
cyst containing serum. 

Follicular CysU of the Uterine Glands develope outwardly or inwardly, in either form, singly or 
in groups ; generally there is at the same time more or less thickening of the muco-cellular bed im- 
mediately surrounding the follicle. Thus, single outward follicular uterine cysts show themselves as 
minute elevations, or as minute cystic polyps, sessile, or with filiform peduncles descending sometimes 
far into the cervix ; or as larger bodies of the same character composed of many adjoining cysts, form- 
ing a compound or single cystic mucous polyp, in size corresponding to the number of follicles involved. 
Inward uterine glandular cysts are generally found in groups enclosed in and covered by the mucous 
membrane much altered, forming true uterine molluscums. These uterine follicular productions are 
analogous to certain follicular afiectious of the skin, eg., milium, acrochordon, and cutaneous moUuscum, 
which analogies are well shown in the following description of two preparations in the Virchow collec- 
tion. " Acne indurata colli uteri *^ " Some retroflexion and induration of the uterus ; labia uterina 
changed into hard mushroom-shaped projecting tumefactions, studded with numerous naboth-ovules 
filled with mucus or pus.'' '* Endometritis chronica cystica polyposa!^ " Funnel-shaped dilatation of the 
OS and cervix uteri with remarkable tumefaction of both labia, numerous naboth-ovules single and in 
groups. Higher up within the cervix hypertrophy of the arbor vita3 and processes, which project con- 
siderably, and are studded with rows of follicular polyps, sessile, and pedunculated; several small folli- 
cular cysts near the isthmus ; still higher up the dilated cavity of the uterine body which had been 
full of fluid (hydroraetra levis) its mucous covering glazed ; near the isthmus a large moUuscum ; 
another smaller one near one of the Fallopian openings. The uterine walls somewhat thinner than 
usual. Small molluscums deeply sunk within the uterine substance disclosed by the section which laid 
open the uterine cavity." 

Follicular Retention Cysts are instanced in the obstructed follicles of the uterus, urethra, rectum, 
vulva, and Graaflfian follicular cysts of the ovary. Retention cysts in hydrometra. Fallopian dropsy, and 
dropsy of the processes of the parovarium. " It is not a rare circumstance to find on the alar mesentery, 
especially round about the ovary, ten, fifteen, twenty, or more even, cystic ovules, some of them the 
size of a pea." Such ovules having failed to reach their destination owing to some abnormal relations 
on the part of the Fallopian tube (Sappey). Distension cysts in the sacculated bladder B.i\d Separation 
or Transformation cysts, or both, wherever there are dense vascular plexuses or angiomas. Each 



I 



PLATE VIII. 

Graafian follicular cyst of the ovary (not to be confounded with cystic disease of the ovary) when 
small contains an ovule. 

The cyst in the following case was probably a transformation cyst of an angioma of the uterine 
venous plexus : Age 34^ married^ had twice miscarried ; a cyst holding a pint and half connected 
with the uterine fundus^ but developed between the folds of the left lateral ligament^ and occupying the 
usual place of an ovarian cyst. There was a small uterine myoma which had no connexion with 
the cyst. 

Anomalies of the Uterine System. 

Uterus absent with or without Atrophy of the Vagina or Fallopian tubes or Ovaries, with occasional 
co-existing malposition of the kidneys. 

1 Case : Age 18 ; amenorrhoea ; vulva and mammse normal ; bladder and rectum in close contact ; 
the transverse fold of peritoneum connecting them together superiorly representing the broad ligaments^ 
contained on each side a bi-lobed ovary : no vagina. 

2 Case : Age 17 ; amenorrhoea; vulva and mammse normal; a vagina half an inch long; above 
this^ bladder and rectum in close contact ; a very largely developed tube and ovary on each lateral 
ligament ; no uterus^ but in its place a round body the size of a hazel-nut^ situated where the tubes 
tended to unite at the middle line. 

3 Case : Age 22 ; amenorrhoea ; vulva and mammse normal ; vaginal orifice indicated by a slight 
depression between the meatus and fourchette; transverse peritoneal fold representing the lateral 
ligaments contained^ on each side a hard prominent fusiform body^ giving ojQT a rudimentary round 
ligament and a permeable rudimentary Fallopian tube. Two well formed ovaries in their usual situation. 

4 Case : Complete absence of all trace of uterus, vagina, and ovaries. The rectum and bladder 
normal State of vulva and mammse not recorded as a rule ; these are imperfectly developed when the 
ovaries are absent. 

The lateral half of the uterus absent ; with or without vestiges of a round ligament or Fallopian tube. 
Frequent absence, or displacement , or mal/brmation of the kidney of the same side. 

1 Case : Age 40 ; death shortly after the birth of twins ; the patient already the mother of eleven 
children. Complete absence of the left uterine appendages and left side of uterus to within half an 
inch of the middle line : also of the left lateral ligament. A rudimentary confused mass attached to 
the half uterus instead, from which departed a round ligament to be attached to the spine of the pubis. 

2 Case : Infant ; age 15 days ; no vestige of right half of uterus and appendages, but vestiges of 
the latter, detached, in the right lumbar region. 

The uterus in such cases is greatly altered in form, varying between that of an inverted cone to 
an elongated cylinder with a single tube and ovary. 

Uterus double, or united at the cervix, or single externally, with an internal median septum ; in the 
latter case the form of the organ usually is more or less globular. 

Foetal examples only of complete double uterus are recorded, all of them accompanied more or less 
with other malformations in ectropic bladder, absence of pubis, imperforate rectum, spina bifida, 
&c. ; but — 

Case : Age 23 ; pregnancy shortly after marriage. No trace of umbilicus, instead of it a fleshy, 
spongy excrescence the size of an egg, three inches below the normal situation ; two small openings 
about an inch apart on the lower edge of this excrescence, from which urine constantly escaped, 
guttatim ; the vaginal orifice scarcely admitting the little finger a quarter of an inch below these 
openings. About two inches below the latter another orifice, situated exactly where should have been 
the pubic symphysis ; the anus natural, provided with a sphincter two inches more posteriorly. It was 
necessary to divide the interval between the two former (vaginal primary and secondary ?) orifices to 
admit of the passage of the child. 

An instance of complete double uterus and vagina ; single well developed appendages to each 
uterus. The two uteri and vaginse lying side by side separated by a perfect and continuous median 
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septum throughout. Bladder and urethra and rectum normal. Vulva single^ presenting two well 
defined vaginal orifices. Age of subject not mentioned, but the sexual organs are represented on the 
figure (Eisenmann Tab.) covered with hair. 

Tico uterine bodies distinct and more or less widely separated^ the corresponding double cervix cloself 
united. Numerous examples recorded. Each uterus provided with a special os opening into a special 
vagina, the two lying side by side separate and distinct throughout, with two distinct vaginal orifices; 
the adjoining vaginal surfaces easily made to glide freely on each other between the finger and thumb. 
The chief varieties are, a single vaginal orifice ; a single os ; more rarely, a single os with double 
vagina, and vice versa ; vaginal septum incomplete. The cordate uterus indicating partially externally 
the complete internal duplicature, or the latter condition with no external indication, the uterus then 
often globular, or the uterine septum incomplete, not extending to the cervix. 

Uterus imperfectly developed ; or if so up to a certain epoch, ceases to grow with the growth of 
the individual {Infantile uterus), or if normal in length its walls are deficient in erectile structure, being 
little more than a membranous canal ; or possessing this in small degree there is no uterine cavity ; or 
mixed forms of deviation admitting of no precise classification. 

Deficiency or inequality in concomitant developmental metamorphosis of the WolflSan body and 
Miiller's duct is supposed to be accountable for these curious deviations, leaving nevertheless for the 
science of morphology very much to explain. 

Some recorded instances of allied Uterine Functional Ano/nalies. — 1. Double vagina, each separately 
leading to a corresponding os tinea; of a presumably double uterus. Coitus indifferently by either ; 
menstrual fluid firom each vagina at the usual period. 2. Unobstructed menstruation by one vagina; 
obstructed menstruation on the uterus corresponding to the other ; death by bursting of the latter 
into the peritoneum. 3. Instances of menstruation from each vagina at different epochs. 4. Double 
uterus and vagina. Pregnancy of one uterus with formation of a decidua on the other. 5. Unequal 
development of the two uteri ; impregnation in the less developed uterus ; rupture and escape of 
foetus into the abdomen. H. Pregnancy suspected : menstruation regular, presumably from the 
unprcgnant uterus ; sudden death ; escape of foetus into the abdomen from rupture of the pregnant 
one. 7. Double contemporaneous pregnancy of a double uterus, noteworthy because proving that an 
ovule can be discharged from each ovary at the same period. S. Double uterus, each uterine body 
greatly inclined in opposite directions away from each other, the obliquity involving rupture or 
delivery of peculiar difficulty. 

Sundrj' cases cited point strongly to the possibility of Superfafation with a double uterus, and to 
the probability that most of the so-called Tubal pregnancies were strictly uterine. 

Imperforate Uterus. — 1 Case : Age 22 \ amenorrhoea, with urgent signs of menstrual retention. 
No trace of uterine cervix ; puncture per vaginam ; escape of thirty ounces of fluid through the 
canula; menstruation regular from the time of the operation. 

2 Case: Age 18; amenorrhoea; no trace of cervix, considerable uterine enlargement ; puncture 
and escape of three pints of dark bloody fluid ; speedy death from peritonitis. Uterus the size of one 
at the sixth day of post-partum involution, containing a small clot. 

3 Case : No trace of cervix ; the site of the uterine os indicated by a slightly protruding mem- 
brane apparently continuous with the vagina; puncture there; recovery. 

4 Case : Rudimentary uterine cervix apparent ; no sign of uterine os or labia. Puncture with 
a bistoury in the presumed normal situation of the latter; death on the third day from peritonitis. 

5 Case : Cervix present ; the place lor the uterine os indicated by a minute depression ; puncture 
there ; escape of ill-smelling clots. The opening was maintained by sponge tents. Recovery after 
dangerous constitutional disturbance, with signs of local inflammation. The closure in this case 
appeared due to an actual imperforate vaginal cul de sac. 

6 Case: Age 19; amenorrhoea; hymen imperforate; this being removed, another imperforate 
membrane higher up the vagina ; puncture with a trocar ; escape of three pints of thick dark fluid. 
Pregnancy five years afterwards ; it was found necessary at the labour to make a crucial incision into 
an utterly unyielding os uteri. 
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Anomalies of lie Farina. — Vagina opening into the rectum. — 1 Case: Absence of vulva appen- 
dages, no vaginal aperture; impending parturition; a perpendicular incision over the site of the 
vaginal orifice ; protrusion and rupture of foetal membranies at the opening, and speedy passage of 
the child without accident. Pregnancy had been effected through an opening from the vagina into 
the rectum just within the anus. 

2 Case : External organs fully developed ; the introduction of the speculum effected without 
difficulty, disclosing, not the os uteri, but a mass of faeces. There was no anal aperture, no sign of 
anal sphincter ; at the site of the former a small brownish spot. No evidence of vagina or uterus 
could be discovered ; nothing could be felt intervening between the bladder and rectum. The patient 
had never menstruated. Her husband was not aware of the peculiarity. 

3 Case : External sexual organs normal ; absence of anal orifice. The rectum opened into the 
vagina an inch within the vaginal orifice by an undilatable valvular aperture which would not admit 
the finger. The patient was the mother of three children, but neither she, the accoucheur, nor the 
husband had been aware of the deformity. 

4 Case: Amenorrhoea, but general health perfect. External genitals normal. Absence of 
urinary meatus ; the clitoris a small mucous caruncle with a rudimentary preputial covering ; vagina 
two inches long, terminating in cul de sac. Evidences of uterus entirely absent. The finger passed 
readily into the bladder through a sort of val\'ular opening an inch within the vaginal orifice, probably 
through the urethra. The patient never experienced sexual desires. Sexual congress always caused 
escape of urine. 

Absence of Vagina^ complete or incomplete, 

1 Case : Age 15 ; intense suffering for the last two years at each menstrual period. Outer sexual 
developments normal : uterine tumefaction equal to that of a pregnant uterus of six months. After 
unsuccessful attempts to make a passage to the womb between the bladder and rectum, the uterus was 
punctured by the rectum ; escape of a large quantity of thick dark fluid. The canula was retained in 
place by tapes. The bowels acted naturally three days after the operation. The canula was not re- 
moved for fifteen days, the bowels acting daily without much inconvenience ; 'but the discharge ceased 
on the third day. The next catamenia appeared per rectum. Eventual history not known. 

2 Case : Age 17 ; amenorrhoea with much monthly suffering. Vaginal imperforation at the 
vulvar end ; a trocar was introduced presumably in the right direction to the extent of three inches ; 
escape of the usual fluid at first in small quantities ; there was a free discharge of it the next day. A 
normal uterine os could be felt through the new passage after gradual dilatation by bougies : death in 
a few months, apparently by slow marasmus, commencing from the date of the operation. 

3 Case : Amenorrhoea with the usual distress ; vaginal obliteration apparently by a thick hymen ; 
great uterine distension ; the operator after puncturing the hymen, finding the obliteration more exten- 
sive, in attempting, by successive incisions made with great caution, to reach the uterus through the 
vagina, which he assumed to be patent higher up, made his way into the bladder. Death from 
rupture of the uterus into the abdomen. The mistake was only revealed at the post mortem. 

4 Case : Age 20 ; amenorrhoea, vaginal orifice entirely absent ; by means of the finger in the rectum 
and a sound in the bladder it was ascertained that there was complete absence of the vagina, nothing 
but a thin fibrous cord extending about an inch and a half from the vulva ; with the left forefinger in 
the rectum, the sound being held in the bladder by an assistant, the operator made a transverse inci- 
sion between the meatus and the anus, continuing the dissection with a bistoury guarded 
to within a short distance from its point, taking care not to travel from between the finger and the 
sound. Having thus without accident made his way between the bladder and rectum up to the 
hard thick cartilaginous wall of the uterus, he passed through it a trocar, letting off a large quantity 
of fluid. An elastic catheter was left in the opening, and the uterine cavity washed out daily. Re- 
covery without an unfavourable symptom. Nothing like the uterine os and cervix existed. It was 
found impossible to dilate ftirther the passages made by the operation. Eventual history not known. 

5 Case : Age 19 ; amenorrhoea, and much monthly suffering during the last two years. External 
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genitals normal ; between the nymphse^ clitoris, and fourchettey the site of the vaginal orifice a mere 
depression. Urinary meatus in its usual place. Uterus greatly distended. The uterus was reached 
by an operation similar to that above. No sign of cervix or uterine os perceptible ; puncture by 
trocar at the most yielding point, and the opening slightly enlarged by the bistoury ; escape of much 
dark coloured fluid and clots : dilatation attempted to be maintained by lint round an elastic sound. 
Eventually it was found necessary to destroy adhesions, attended by rapid contraction of the passage, 
and repeat the uterine incisions. Recovery. At the confinement of the patient, a year afterwards, it 
was found necessary to incise the uterine aperture to give passage to the foetal head ; delivery efiected 
by forceps with much laceration of the perineum ; death from peritonitis eight days afterwards. 

Two similar cases in which the new passages required repeated surgical dilatations eventually only 
very partially efiectual. 

6 Case : Age 19 ; general conditions as above ; not the least trace of vaginal aperture; the finger 
in the rectum and sound in the bladder rcv9aled considerable thickness of dense tissue but no sign 
of vaginal tube. The bladder was kept out of the way as much as possible by the sound entrusted to 
an assistant, and the rectum also by the finger of another assistant, and a passage opened between the 
two by a series of transverse incisions to the extent of about two inches, when the finger came in con- 
tact with the right side of an obliquely inclined uterus ; the cervix was felt much to the left. As the 
malposition resisted all attempts to rectify it, a puncture with a bistoury was made in the side, with 
the escape of a small quantity of fluid. Signs of peritonitis for the first five days, when the uterus 
returned spontaneously to its place, the remaining fluid escaping freely by the uterine os : recovery. 
Two years and a half afterwards the os was found abnormally small, attended with much dys- 
menorrhcea. 

7 Case : Age 17 ; general conditions as above, except as to uterine tumour. The sound in the bladder 
was left to an assistant. The operator, with the forefinger in the rectum, following the incisions with 
the thumb of the same hand. There was a uterine cervix, but imperforate. As the uterus was normal 
in size no puncture was made in it. The patient soon afterwards married. The new vagina (?) notwith- 
standing gradually narrowed ; urgent symptoms of uterine retention led to the operation of puncturing 
the uterus, which was quickly followed by peritonitis, and death. 

8 Case : Age 15 ; general conditions as alx)ve, except the urinary meatus was situated much lower 
down than usual ; no trace of vagina. The operator determined to proceed on the principle of gradual 
separation, without incisions. A depression at the assumed site of the vaginal orifice was made by 
the handle of an ordinary conductor followed l^y the tip of the little finger. The next day with the 
forefinger in the rectum, the operator forcibly depressed the lower margin of the depression, at the 
same time attempting to make it deeper by the finger as before ; the re»ult was an opening which 
would retain a sponge tent ; these manoeuvres were repeated daily for ten days in succession, when 
he was able to carry his finger up to the uterus, which was found hard and resisting, presenting no 
sign of cervix or uterine os. A straight bistoury guarded with lint and tipped with a small mass of wax 
was guided on the back of the finger and passed into the tumour, giving issue to some fluid. As the 
opening resisted every attempt at dilatation with the finger, recourse was had again to the bistoury. 
After constitutional symptoms of great gravity, attended by njuch loss of blood from the uterus, the 
patient recovered. Two years afterwards, menstruation having continued regularly in the interval, the 
vulva was found drawn up in a way to form part of a passage now about an inch long, instead of three 
inches as when first made. At the end of it was a body, doubtless the source of the menstrual dis- 
charge, but otherwise anything but suggestive of a uterus. 

9 Case : General conditions as above. Urethro-vaginjil vestibule a solid structure, giving no indi- 
cation whatever of a vaginal orifice. The urethra in its normal place, but admitting easily the passage 
of two fingers; no uterine tumefaction ; the patient was married ; coitus per uretliram. With the left 
forefinger in the rectum the operator commenced with a longitudinal incision at the median line, and 
continued the dissection to the depth of two inches through a tissue extremely hard and resisting, 
which api)eared to occupy the place of the vagina ; a large bougie was now introduced, which was 
urged on in the presumably right direction by repeated blows at the other end ; daily attempts of 
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the same kind were continued for a week, and the uterus discovered. It was well formed and in its 
normal state. The patient soon after menstruated, and was subsequently delivered of twins. 

10 Case: Amenorrhoea ; no uterine tumour. Complete absence of vagina ; operation by dilatation. 
The operator stopping somewhat short of the uterus, in the hope of completing it more safely, when 
the remaining tissue intervening should be distended by menstrual fluid resulting from the uterine 
function provoked possibly under the new circumstances. The patient was not heard of till years 
afterwards, when she complained of violent dysmenorrhoeal pains at the usual monthly periods, occa- 
sionally only relieved by hsematuria. The new vagina (?) had not contracted; it was lined by a rose- 
coloured membrane; smooth without vestige of vaginal ridges ; it was still closed at the upper end. 
A catheter introduced into the bladder entered a cavity beyond, into which opened the uterine cervix. 
The uterus was in a normal state. It transpired that the patient had after the operation taken to 
prostitution. 

11 Case : General conditions similar to Case 10, except that there was regular menstruation per 
rectum. The menstrual fluid subsequently appeared by the new vagina (?) formed by the separation 
process. At the end of two years this passage was barely perceptible. The menstrual fluid had 
resumed its former route per rectum. 

12 Case : Age 17 ; complete absence of vagina; uterine distension great, impeding micturition and 
defsecation. External genitals perfect. A passage to the uterus was made entirely by the process of 
slow separation in daily stages. At the end of a fortnight the uterus was reached. There was no 
uterine os nor cervix. The part of the uterus punctured by the trocar was hard and resisting ; 
escape of a large quantity of the ordinary fluid. Recovery after considerable constitutional distur- 
bance Cessation of catamenia four months afterwards with return of the uterine distension. The 
opening this time made with the trocar was enlarged by the bistoury. Marriage two years afterwards ; 
catamenia regular since the last operation ; the rather short vaginal canal continued patent. No sign 
of pregnancy. 

18 Case : Age 18 ; amenorrhoea ; lumbar pains, with occasional epileptic seizures. Hymen imper- 
forate. Uterus not distended ; no sign of fluid behind the hymen, which was divided by crucial 
incision and flaps removed ; great narrowing of vagina : slow dilatation by means of tents ; the vagina 
found completely closed about two inches from the entrance : a small cylindrical speculum guided by a 
finger in the rectum and a sound in the bladder, held by an assistant, was passed up to the obstruction, 
which was opened by a guarded knife. There was a uterine os and cervix imperfectly developed. Two 
years afterwards, the patient having married soon after the operation, there was a vagina admitting 
easily the largest speculum. Menstruation had never taken place, but the patient was in perfect 
health. 

14 Case : Absence of vagina ; uterine retention. A small trocar was passed between the rectum 
and bladder with due precautions against wounding either ; the passage made by the trocar was 
dilated laterally by a double lithotome. The trocar had fortunately passed into the distended uterus, 
which commenced immediately to expel its contents. The operation lasted not quite five minutes, and 
was completed so far without untoward accident. Death on the seventh day with symptoms of blood 
poisoning. Evidences of intense uterine inflammation ; both Fallopian tubes livid and enormously 
distended with dark fluid : below the uterine cervix, which had been perforated slightly on one side of 
the uterine os, a considerable space limited by the bladder in front and rectum behind, and laterally 
by ill-conditioned adhesions ; lower down, towards the vulva, the bladder and rectum were separated 
only by the channel made by the trocar. 

Surgical Notes and Reflections. 

The position of the uterus in the pelvis depends on the state of its cellular connexions, 
the inclination of its axes on that of its ligaments, its dimensions on its functional state. The 
normal variations as to these conditions vary infinitely even in the same subject, so that it is not 
possible to define a standard of uterine relations, 
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Congenital variations are frequent and numerous ; defective or unsymmetrical development leads 
to variations of form and position^ for which surgical treatment would be worse than useless — viz.> 
lateral flexion through a semi-developed uterine body^ standing immovably in the broad ligament, at 
an angle with an upright and more or less perfect neck ; a semi-uterus in the shape of an inverted 
cone ; or in a globular form ; with deficient or absent cervix. The infantile uterus. Congenital ante- 
flexion or retroversion ; or a cavity in a uterus deficient in medulla^ the uterus a mere tube, &c., 
and vice versd, (Fide Cases.) 

The morbid uterine variations are also innumerable, due generally to an acquired disproportion 
between the uterine body and cervix, leading to anteversions, anteflexions, retroversions, retro- 
flexions, oblique and even lateral versions, pelvic sinkings, or the reverse ; uterine twisting, total or 
partial, of the uterine body on the cervix, or actual separation from one another. Actual vaginal 
procidentia depends, not on the increased weight or volume of the uterus, but on the condition of the 
vagina ; such displacements being induced by the tendencies of the latter to invagination, induced for 
the most part by a dilated condition of the vaginal orifice. 
\ Displacements of the normal uterus are being incessantly produced as a consequence of the ever- 

varying state of the bladder and rectum. Vaginal procidentia ; inguinal and crural uterine hernia, 
consisting of the uterus, tubes, and ovaries, or of the latter only. Two instances are recorded (Farre) 
of Caesarian section in irreducible hernias of the latter description ; also well attested cases of extro- 
version of the uterus and placenta (Foster, Lancet, Feb. 6, 1869). Allison {British Med. Joumaly 
June 5, 1869) found the uterus containing the child in the bed. In this case the gravid uterus was 
reduced, the woman having afterwards a good delivery by the natural passages. 

The pouch of Douglas behind and the bladder in front, notwithstanding the yielding character of 
its uterine cellular connexions, invariably follow the uterine cervix, maintaining unaltered relations 
with it, whatever be the nature of the displacement. This is actually a rule %cithout exception^ never 
disregarded without evil consequences. 

Surgical proceedings for the amputation of the uterine cervix should invariably be governed by 
the above rule. Cervical hyperplasm may be infra or supra- vaginal ; there is no recorded instance 
of the two forms existing together in the same cervix. True supra-vaginal hyperplasm, in 
extreme degree, presents itself as an irreducible vaginal procidentia of the cervix, the uterine 
body remaining in place. In Huguier's operation the labia uterina are included within an 
elliptic incision, made exactly at the line of attachment of the vagina to the cervix ; the operator takes 
care that his subsequent dissections, to free the portion of cervix he desires to cut off, should involve the 
uterine tissue only, so as to insure immunity to the bladder and Douglas's pouch, both from the first 
being in highly dangerous proximity. The operation requires a host of precautions, and never need be 
adopted when the protrusion can be reduced so far as to admit of the use of a pessary ; sustained 
pressure on the cervix leading, in my experience, to rapid diminution of the hyperplasm. It is true that 
s M. Iluguier's cases have been successful, lie uses no sutures of any kind. As many as ten arteries have 

required separate ligature ; bleeding from the uterine tissues he treats by transfixion with fish hook- 
' shaped pins and a ligature behind them, cutting off* the redundant metallic points. The uterus is 

apt to retire out of reach immediately after the section. The vagina is afterwards sustained by pledgets 
soaked in some styptic disposed round a central bougie. Accidental punctures of the bladder, he states, 
heal readily by simple suture, but wounds of Douglas's fold cause him to stop the operation there and 
then, the patient being afterwards carefully treated and watched. There is a form of supra-cervical 
elongation without hypertrophy : in this the apparent reduction may be due to a bending of the com- 
paratively thin cervix. 

The precautions to be observed in removing infra- vaginal cervical growths are sufficiently obvious. 

As the uterine cervix passes through the plane of support, leaving an inch or more within the 
vagina, and the entire uterine body above, comparatively free, considerable oscillatory movements without 
actual displacement can, and indeed incessantly do, take place. As the cervix occupies the centre of 
the cavity of the true pelvis, it is scarcely more than two inches from the vaginal aperture, and 
can therefore be readily drawn forwards in the obstetric line, by a vulsellum or fine hook, 
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iixed on the anterior lip^ to within an inch of it, without any drag whatever on the uterine liga- 
mentous attachments : a Sims' or Foveaux' retractor applied to the fourchette brings the cervix into 
clear view. Too much advocacy can scarcely be given to this manoeuvre preparatory to any 
operative proceeding beyond the limits of the infra-vaginal cervix. It is most important to diagnose 
correctly the actual state of the uterus before attempting an operation, so trivial even as surgical 
dilatation of the infra- vaginal cervix, incomparably more so when it is proposed to carry the section 
on, through the isthmus. Having divided the sub-vaginal cervix with or without any of the ab- 
surdly numerous machinery invented for that simple purpose, the operator may feel his way with 
an ordinary round-ended scalpel of a small size through the isthmus. Numerous deaths have been 
caused by the blind and indiscriminate employment of special machines, more particularly by those 
acting automatically, carried through the isthmus, forgetful that constriction there, whether congenital or 
the result of uterine flexion (wherein the constriction is accidental and not so remediable), may be 
part of a morbid uterine state not amenable to surgery, or associated with an attenuation of the uterine 
wall, rendering highly dangerous the touch of the hysterotome. 

Division of the cervix through the labia should evidently not extend above the insertion of the 
vagina ; division laterally, if carried too far, tends to defeat the one chief object of the operation (ciire 
of sterility) ; a permanently patent os and cervix uteri is inconsistent with the dovetail approximation 
of the arbor vitse and processes, a notable function in a uterus normally disposed for conception. 

There is a functional antagonism between the uterine cervix and uterine body, to this extent at 
least, that contractility in the latter is powerfully promoted by forcible dilatation of the former. 
Uterine haemorrhage and the vitality of soft intra-parietal hyperplasras may often be beneficially, 
sometimes signally, controlled by incisions destroying the future contractility of the cervix. 

Enucleation is admissible for hard myomas only ; all other forms are inseparable by that process 
from their uterine cell. The myoma must not be large, or it cannot be brought away by the vagina ; 
besides, in very large hard myomas, the uterus usually forms a part of, and is scarcely distinguishable 
from the tumour, a state favourable for amputation of the uterus by gastrotomy, but evidently not 
so for enucleation. The following case is a remarkable exception. Uterus enlarged ; extremely hard ; in 
size equal to pregnancy of seven months ; no vascular murmur perceptible ; gastrotomy. The uterus 
and uterine vessels presented exactly their appearance in advanced pregnancy ; enormous veins contorted 
in all ways covered the sides and fundus of the uterus. It was evident that the hard mass within 
did not form an integral part of the uterine wall ; Csesarian section. With admirable promptitude 
and rapidity the operator, Mr. Spencer Wells, succeeded in tearing forth what proved to be an 
immense hard myoma ; the uterus, in a state of chronic distension for at least five years previously, 
contracted instantly, and with this there was immediate cessation of haemorrhage. The patient died 
shortly after, apparently from the shock of the operation. 

Myoma of the uterine cervix or vagina generally of the hard variety, are necessarily small, 
owing to the minor proportions between the cortex and erectile matrix, and best admit of successful 
enucleation. 

The proportion of erectile matrix in the uterine labia is again proportionally much greater ; the 
uterine cortex being thin, myomata of either labium form polypoid tumours greatly resembling an inverted 
uterus. Elongated hyperplasm of the sub- vaginal cervix resembles uterine procidentia. ( Fide Cases.) 

Simple inversion of the uterus is rarely attended by vaginal inversion. The uterus, strictly 
speaking, is not displaced, and the finger or sound can usually be carried round between the uterus 
and a ring of uninverted cervix ; but this is sometimes efiaced by slight traction on the uterus, 
leading, without special care on the part of the operator, to the amputation of the organ beyond the 
prescribed line. In uterine inversion caused by a fundal myoma, there may be complete or very 
considerable vaginal inversion, but the organ and tumour may be safely removed by keeping below the 
utero-vaginal line. 

An inverted uterus contains the uterine half of the tube and utero-ovarian ligament, not the 
ovary ; in the first place, the cavity of the inversion would not perhaps hold more ; in the next, and 
chiefly, the ovary, owing to the spinal attachments of the corresponding portion of the musculo- 
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peritoneal uterine platysma (posterior round ligament^ Rouget) is the last to descend in any case 
{vide PI. VIII., Fig. 1) ; but the ovary and some intestine may occupy the upper part of the inverted 
bag of vagina in cases of inverted uterus with complete vaginal inversion. 

A very slight amount of constriction at the cervix is sufficient to do away with the test signs of 
uterine inversion, such as rough bleeding surface, tenderness to the touch, cylindrical conformation, 
&c. ; the tumour rapidly assuming the external characters of ordinary polypus, pear-shape, smooth 
surface, insensibility, absence of surface hscmorrhage, &c. Constriction enough to produce perceptible 
congestion in an inverted uterus must include the vascularization of the outer surface, otherwise 
a noticeable pallor is the primary and only phenomenon following the application of a ligature to 
an inverted uterus. 

The constitutional disturbance, persistent and often alarming, ensuing immediately after injection 
of the uterus, at first sight is difficult to account for. Such consequences never happen when the 
cervix has been submitted to mechanical dilatation long enough to paralyse its tendency to close in 
that dovetail fashion above alluded to ; a very slight amount of dilatation kept up for several hours 
will prevent the arbor- vitjc processes from thus coming together ; but symptoms as remarkable have 
followed vaginal injections merely. The subjects of the very rare instances of the latter kind were 
uniformly young girls, in whom the antcro-postcrior tendency to approximation and dovetailing of 
the opposed vaginal columns and processes continued undiminished. (Savage : Lancet, Dea 5, 1857.) 

The uterine cavity in the virgin uterus is a mere rima of separation between the antero-posterior 
inner uterine surfaces ; when enlarged it becomes a cavity of three dimensions, but there never is an 
approach even to uniformity in this enlargement, so that the measure of any one dimension 
only, as imagined (Richet), would be but an impericct guide to the knowledge of the measures of 
the other two. 

Hard myoma is obviously the only form of uterine tumour which could in safety be treated by 
the processes of boring or gouging, and for them such treatment would be useless. 

Uterine haemorrhages not traumatic are invariably menorrhagic; haemorrhage from a uterine 
tumour is an accident. The amount of discharge depends on the amount of uterus left unaffected, 
but its proneness to assume the menorrhagic state has no definite relation to the size or shape of the 
tumour. {JlJe Cases.) 

The introduction of uterine tents is greatly facilitated by drawing the cervix forwards, as above 
described. In some cases the introduction can be effected in no other way. 

Submucous uterine polyp usually occurs singly ; it is rare to find more than one at a time of any 
notable size, but Dr. Kidd {Brifisli Med. Jouniat, Jan. 30, 1869) speaks of having been obliged to remove 
twenty-nine of such tumours from one patient in the course of twelve months. Previous to each of his 
four operations, betook care to dilate the uterus cervix by the novel method of introducing as many 
cylinders of sea-tangle as he could, ic'ithmt force. Some of the tumours were large and pcdiculated, 
many as small as a pea ; the ecraseur had to be used freely. Dr. Kidd's opinion that removal of half 
a tumour is usually sufficient, is scarcely borne out, by their reappearance in his case, at such short 
intervals. 

Uterine myomas never originate after the climacteric period, nor make their appearance before 
puberty. 

Uterine lameness (Graily Hewitt): a form of lameness associated with uterine displacements 
involving the pelvic nerves ? is more commonly associated with hajmatoma or abscess in the immediate 
neighbourhood of (or within) the iliacus muscle, and certain forms of pelvic retro-peritoneal sarcoma. 

The important part performed by the pelvic cellular tissue in the preservation of the uterine pelvic 
relations is particularly well exemplified by pelvic cellulitis ; the fixation of the uterus almost im- 
movably in the pelvic cavity is one of the earliest evidences of the affection. 

In plugging the vagina its great distensibility must not be overlooked, for fear of interrupting the 
functions of bladder and rectum. 

Cysts of the vagina are necessarily separation or transformation cysts. The vagina possesses 
neither follicles nor glands. 
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Betro-aterine myomas often descend so as to invade the upper and back part of the vagina. When 
cystic they are easily mistaken for vaginal cysts in that situation. 

Vaginal cysts in the neighbourhood of the urethra are follicular urethral retention cysts. 

RectO'Vaginoceley CystO'Vaginocele. — The vagina where these two affections occur, rarely more than 
two lines in thickness, is occasionally much attenuated ; as the lining membrane is too closely identi- 
fied with the outer muscular portion to admit of easy separation in one continuous layer, the redundant 
portion removed, may unintentionally consist of all the vaginal wall, instead of the lining membrane as 
intended. The mistake in my experience leads to no ill consequences ; in fact, in Huguier's operation 
this is done purposely. The portion of vagina to be removed is isolated from the bladder or rectum, 
and transfixed by a series of needles passed transversely one above another, taking care by the finger 
in one or other, as the case may be, that the rectum or vagina only is included ; a loop of ligature is 
tightened behind each needle, and then the whole of them comprehended in a triple thread ; behind this 
the ecraseur is applied and slowly worked, guided by the finger which served to guide the needles ; in 
this way a considerable patch of vagina is removed without implicating bladder or rectum. Bleeding 
vessels being secured, the aperture is left to close by contraction without the aid of any sort of suture. 

A vaginal orifice pretematurally dilated leads sooner or later to vaginal invagination, and with it 
necessarily uterine prolapse. There are sundry plastic processes for keeping the uterus out of the 
vagina ; the principle is the same in all of them — diminution of the calibre of the vaginal canal by 
bringing laterally together by suture the margins of a surface denudation ; these are invariably made 
on the upper part of the procidentia, and the line of sutures, when this is reduced, occupies the vesico- 
vaginal septum; if such processes do anything in cases where the vaginal aperture returns naturally 
or by operation to its natural sizes they certainly fail eventually otherwise. (Perineal operation : vide 
PI. XIII.) 

Pessaries act after the manner of the foregoing operations : that is, they keep the uterus out of the 
vagina. The best form of pessary is that which by acting laterally leaves the bladder and rectum free, 
and favours the antero-posterior approximation of the vaginal walls, relieving the pelvic cellular pro- 
cesses connected with the vagina from undue strain, and thus assisting both to regain their tone and 
resistance. The long continued irritation of a pessary can induce vaginal atresia. [Fide Cases.) 

'* Vaginismus '* from simple vaginal atresia, whether or no the result, as it generally is, of some 
morbid state, perhaps long antecedent, yields readily by dilatation, when the perineal body is dilatable, 
not otherwise. Laceration of the vaginal ring from over-distension is often followed by the return of 
the atresia in a more aggravated form ; for the same reason incisions in any part of the ring but that 
occupied by the perineal body are objectionable. {Fide PI. I.). Case : Age 40 ; menorrhagia ; great 
exhaustion ; three balls of charpie dipped in pure solution of perchloride of iron followed by more 
charpic wetted in a weaker solution of the same salt introduced into the vagina. The plugs were removed 
in forty-eight hours, no pain having been caused by them. Five days afterwards, violent burning pain 
of the vagina ; seventeen days after a large piece of the lining membrane of the vagina sloughed away. 
Six weeks afterwards, on the recurrence of the menorrhagia, a very resistant fibrous vaginal constric- 
tion was discovered scarcely admitting the little finger ; about an inch higher up another constriction, 
involving the uterine cervix. (The Practitioner, March, 1870.) 

Bladder and Urethra. — ^The cervical sphincter brings the contracted bladder into a shape nearly 
spherical. The urethral sphincter is a compound muscle, like the anal sphincter, with the remarkable 
peculiarity of being at the same time an erectile conformation. One of the consequences is that those 
lacerations or distensions, sooner or later recovered from, in case of the former, permanently destroy 
the sphincter functions of the urethral sphincter, producing incurable incontinence of urine. 

There is much greater difiiculty in working litliotritic instruments in the female bladder than in 
the male. The female bladder when contracted on a calculus in size adapted for lithotrites, is a 
powerful organ with thick, muscular, highly contractible walls, and the weak constrictor action of 
the erectile urethral sphincter round the instrument will not prevent the escape of the distending 
fluid. When the bladder is fully contracted, the area of the vesico- vaginal septum is very limited j 
this and the relations of the ureters should not be overlooked in the performance of vesico- vaginaj 
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lithotomy, which, with due precaution, gives the best results, provided the operator deals with the 
resulting fistula on the principles laid down in PL XIV. On no account should the incision be transverse. 

Vestibular lithotomy is in every way a bad operation. The operator seeks to make his way 
through the space between the root of the clitoris and the meatus. The knife, in passing into the 
upper part of the neck of the bladder, traverses the urethro-pubic space (riVfe plate) ; but the 
triangular interval left by the divergence of the pubic rami will not admit of the extraction of a 
calculus of moderate size without fatal laceration of the sphiucters. 

Lateral lithotomy has been performed with success by Professor Andrew Buchanan of Glasgow. 
The knife might probably enter the groove of the stafi" where the urethra ceases to be confounded in 
the wall of the vagina. Dr. Buchanan says, the inner orifice of the urethra : the delicate integument 
on the inside of the left labium, is divided to ncarlv its whole extent from the level of the clitoris down- 
wards, the parts subsequently involved in order to enable the operator to draw towards the median 
line the vagina and urethra, in front, inseparable from one another, are seen in Pis. L, II., III., IV. 
" The opening in the bladder can be made sufficiently large to allow any stone to pass that can be 
extracted from between the branches of the pu])is. In three of my own cases the stones were of the 
largest size. In one of them the bladder was filled with a mass resembling mortar that had to be dug 
out with a scoop. In the second the stone was nearly of the same consistence. In the third it 
was compact, and weighed from three to four ounces. In no case have symptoms of a serious kind 
followed the operation." [Extract from a Special Communication from the Operator to Dr. 
iVCUntock,) Precautions in respect to the recto- vesical fascia the same as in the male. (PI. IX.) 

The urethra is liable to — 1, general hypcrplasm with elongation and protrusion of the urethral 
orifice ; 2, mucous follicular polyp ; 3, hypcrplasm with protrusion of the mucous membrane ; 
4, caruncular (irritable) excrescence at the margin of the meatus. The effect of surgical proceedings 
in rejjard to them, owing to the erectile peculiarities before named, is seldom enduring without 
the subsequent use of the actual cautery, carried if needs be along the canal of the urethra to its entire 
extent; 6, varix angioma of the urethro- vaginal tubercle, first observed and described by Sir 
C. Clarke as thickening of the urethra. Polyps projecting or not from the meatus are always 
urethral ; vide structure of the mucous membrane of the bladder. 

The forces governing the function of micturition are strictly urethro- vesical. The expulsive action 
of the vesical muscular coats is counteracted by the constrictor action of the vesico-urethral organic 
sphincters. The striae of voluntary fibres added to the latter serve to restrain the act till the convenient 
moment. A retentive new urethra through the urethro-pubic vestibule therefore must necessarily be 
a vain expectation. 

As has been stated above, the longitudinal outer muscular fibres of the bladder having firmly 
attached themselves all round to the vesical sphincter pass away from the urethra at an angle to their 
final attachments to the vagina and arch of the pubis, leaving an interval containing the urethral- 
venous plexus. In this way Sappey imagines the neck of the bladder can be actively dilated by their 
tendency to become straight between two points, viz., the contracting bladder and their pubic 
attachments. 

Anatomically the question of absorption is decisively against its possibility, as a function of the 
mucous membrane of the bladder. Compare what has been stated on this head with the description 
of the mucous membrane of the rectum, where that function is pre-eminently active. 

J'ulra, — Besides the deformities already noticed, there is a sort of analogy to the male perineum. 
The two labia unequally developed, or scarcely so at all, are separated more or less, leaving a flat in- 
tervening space formed by the two nymphie confounded together at the median line. The vaginal 
orifice, if any, is closed and forms a part of the structure ; the urethra is a mere orifice at the root of 
a large clitoris, or the latter may be nearly deficient. It is not known how far this conformation may 
be co-related to a state of development of the uterine system equivalent to the early stage of 
hermaphrodism. 

The anatomical relations of parts concerned in excision of the whole vulva or any part of 
it [r/tde Pis. I., II.. III.). 



PLATE VIII. 

Rectum, — ^The mucous membrane of tlie rectum is often the seat of follicular polypoid growths with 
pedicles occasionally long enough to permit of their passing through and hanging pendent from the 
anus. They are more often seated at the upper end of the rectum^ where they can be felt in 
annular fringes formed of numerous polyps of notable size and lengthy being not unfrequently the 
undiscovered cause of a rebellious and exhausting form of dysentery. They are easily removed through 
the anus ; the anal sphincters always return to their normal state after an amount of dilatation^ which 
for reasons already given would be fatal to the sphincter function of the female urethra. 

The relations of the pouch of Douglas have given rise to much controversy. In forming the 
anterior layer of the pouchy the peritoneum^ continuous on each side with that lining the retro- 
ovarian fossa^ descends from the posterior surface of the uterus between the utero-sacral ligaments to 
a point from one to two fingers breadth below the uterine cervix^ and so comes in contact with the 
posterior vaginal cul-de-sac. Except as a consequence of fluid accumulation or retro-uterine tumour it 
has been maintained that the extreme end of the pouch never descends below the utero-vaginal 
attachments. The following case goes to show this to be a dangerous assumption. Case : — Cancroid 
tumour of the uterine cervix about the size of a Sicily orange^ the chain of the ecraseur was carried 
round the base of the tumour just at the reduplication of the vaginal cul-de-sac antero-posteriorly^ the 
parts remaining in situ. " After the removal of the tumour an immense hole, of a semilunar form, in 
the cul-dc-sac of the vagina, through which we could look for three or four inches up into the 
peritoneal cavity and observe the movements of the viscera at each respiratory act.^' The wound was 
closed in the usual way with silver sutures. (Plate XIV.) Severe peritonitis followed ; recovery. 
(Marion Sims.) 

Dr. Sims thinks his plan of amputating the sub vaginal cervix in ordinary cases, by cutting ofiF 
each labial segment separately (splitting them previously from one another by lateral incisions) is 
followed by less contraction of the uterine os, and is altogether a superior operation. For sub-vaginal 
uterine hyperplasms of any size the ordinary method, in my experience, is preferable by far, provided 
the subsequent tendency to extreme contraction of the cervical canal (complete occlusion in some 
instances) is guarded against. 

Whether, as a rule, pelvic abscess should be allowed to find a spontaneous exit ? or if punctured, 
where and when ? are questions which to me appear for the most part, if not entirely, answered by 
certain unpublished experiences of Mr. Spencer Wells, alluded to in the following reply to my 
inquiries recently addressed to him on the subject. " I am quite sure I am within the mark in 
sayin«^ that I have tapped from twenty to thirty cases of pelvic abscess. I cannot recollect one death. 
I have known several cases of death where no puncture has been made — some of them very painful 
cases — when I had urged puncture and was overruled." Cases 18, 19, and 20 occurred under my 
own observation. The puncture, in my opinion, should be early, and per vaginam, as indicated in the 
above three cases. The vagina is the natural outlet for pelvic abscess, and an early puncture prepares 
the way and insures that the matter escapes in the right direction. The majority, if not all 
Mr. Wells's numerous cases were punctured per vaginam. 

The cause of death after operations for the relief of menstrual retention is by no means clear, 
death having taken place under circumstances of much variety {vide Cases). The following commu- 
nication from Dr. Greenhalgh bears strongly on this important question. " Four typical cases of 
menstrual retention have occurred in my practice, in all of which I have punctured the uterus through 
the rectum with complete success. In all there appeared to be absence of the vagina — in one 
there was a re- accumulation which was again successfully evacuated in the same way. As she was 
suffering from far-advanced Phthisis, of which she died about six weeks after the last operation, no 
attempt was made to make a vagina. In another case the septum between the rectum and 
bladder was so thin that I considered such an attempt would be fruitless. In my two la&t cases, 
however, one aged twenty-two the other sixteen, at present in the hospital, I succeeded, after 
tapping, in making a va^na large enough to admit the finger. When I tap per rectum I 
am especially careful not to make continued pressure upon the hypogastrium with one or 
both hands, but to allow the secretion to trickle through the canula, which I withdraw when 
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it ceases to flow, by which I avoid the ingress of air, which I consider most hazardous." 
(Compare with Case 1 .) 

There arc numerous instances on record (Bemutz et Goupil) of fatal peritonitis from the bursting 
of one or both Fallopian tubes excessively distended by fluid analogous to the menstrual secretion. 
Some of them qfier the apparently successful evacuation by puncture per vaginam of the menstrual 
distended uterus. For the latter, puncture of the tubes per rectum has been suggested. This 
proceeding, if feasible, which is highly improbable considering the doubtful character of the diagnosis, 
would almost to a certainty be followed by fatal peritonitis consequent on further efi'usion through 
the wound left by the trocar. Anatomically the arguments arc obviously decisive against the 
adoption of any such suggestion. The question whether to what extent this quasi -menstrual 
accumulation can take place in the tubes, independently of the uterus, is still in abeyance. 

No surgical proceetVnig whatever, tonclnug auij part of the uterine systemy should he unattended by the 
precautions otjservedin operations of a grave character there or elsewhere ; in certain states of the general 
system vnforeshadowed hi/ am/ reci>gnisahle peculiarit//, the most trivial operation has been speedily followed 
by fatal peritonitis. 

Well attested pelvic luemorrhoidal angioms (Richet) often give rise to symptoms referrible to 
certain morbid states peculiar to the uterus. Angiomas of this description never are relieved ; on the 
contrary, are commonly aggravated by the absurdly complicated armamentarium uterinum with 
which the latter, even in these days, arc too often wrongly, as well as ineff*ectually assailed. 

Uterine flexions arc curable only by means which restore to their natural relative proportions 
the uterine body and neck, and this no sort of instrumentation yet invented tends to eflect directly or 
indirectly. The internal uterine stem is not only in general a failing, but a very dangerous agent, for 
reasons above given ; the same objections apply in regard to the use of the uterine stem as a uterine 
irritant in amenorrhea ; one single instance of loss of life (and there have been many) from their use 
outweighs every argument in their favour. 

The most intractable forms of uterine and vaginal occlusion have followed the use of destructive 
caustics per vaginam. 

A vast proportion of maladies referred to the uterus are moral, mental, or marital (some of them 
scrofulous). Such are not only rebellious (their real causes being overlooked) to instrumentation, but 
are aggravated as well as protracted by any sort of treatment of that character. 
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Fig. 1. 
Fascial Coverings of the Muscvlar Floor of the Female Pelvis. 

B, Bladder, Y, Vagina. R, Rectum, P, Pubic symphysis, S, Sacrum, 

a Cut edge of peritoneum and fascia covering the psoas muscle, h, Obturator fascia, c, Ilio-pubic 
line of junction of the obturato-coccygeal fascia; d, with that fascia which^ as recto-vesical^ descends 
to be reflected on the bladder, vagina, and rectum, e. Pelvic fascia covering sacral nerves and vessels, 
f, Iliac fascia covering sheath of iliac vessels, g. Gluteal vessels, h, Ischiatic vessels, i^ Internal pudie 
vessels, k. Obturator vessels. 

Fig. 2. 
Muscular Floor of the Pelvis denuded of Fascial Coverings. 

B, Neck of bladder, V, Vagina, R, Rectum, P, Pubic symphysis, C, Coccyx. S, Sacrum. A, 
Acetabulum. 

I, Anterior vesical ligaments, 2, Pubo-coccygeal muscle. 3, Obturato-coccygeal muscle, 4, Ilio-pubic 
line of origin of the latter. 5, IscMo-coccygeal muscle. 7, Pyriformis muscle, S, Obturator muscle. 
(PI. I.) 

Fig. 3. 
Perpendicular transverse Section of Pelvis through the middle of the Vagina, 

Y, Vagina, and its posterior column. O, IscAio-rectal fossa, and fatty process of the superficial 
perineal fascia occupying the posterior perineal space. I, Ischium — tuberosity — section of. b, Inferior 
pelvic space, d. Recto -vesical layer of pelvic fascia passing from the pelvic surface of the obturate- 
coccygeus muscle to the vagina, e. Inferior or perineal layer of obturato-coccygeus fascia, n. In- 
ferior obturator fascia, p, Posterior aponeurosis of the perineal septum, m, Anterior aponeurosis of 
the same, s, Deep layer of superficial perineal fascia covered by fatty superficial layer. 1, Cross 
section of right crus clitoridis, and of the erector clitoridis muscle. 2, Superficial transverse muscle, 
and section of bulbo^avernosus muscle. 4, Muscle of the perineal septum, 8, Section of the bulb of 
vagina. 

Fig. 4. 

Perpendicular Section^ from below upwards^ to the left of the Pubic Symphysis^ dividing the 

Labium through the middle of the Pudendal Sac. 

P, Section of body of pubic bone. 

c, Pubo-ischiatic line of junction between pelvic fascia and obturator fascia, d, BiCCto-vesical 
fascia and the obturato-coccygeus muscle, e, Inferior fascia of the same, p, posterior aponeu- 
rosis of the perineal septum, m, anterior aponeurosis, s, Under layer of superficial perineal fascia. 
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0, Ischio-rectal extension of r, mass of fatty tissue filling tlie pudendal sac^ and receiving the ter- 
mination of tlie round ligament^ fatty layer of superficial perineal fascia ; its connexion with that which 
fills the posterior perineal space. 

1^ Sheath of deep layer of superficial fascia for the cms clitoridis and its erector muscle. 2^ 
Superficial tranwerae perineal muscle. 3, Bulb of vagina, 4, Lower muscular fibres of perineal septum 
extending between p and m. 5, Gluteus maximus muscle. 6, IscAio-sciatic ligaments, 7, Pyriformis 
muscle. 

The Recto- vesical fascia must be carefully left untouched in the lateral operation of lithotomy. 
(PI. VIII.) 

The floor of the pelvis near the rectum is thin and less resisting than in fronts and yields more 
readily to the passage of matter from pelvic abscess fused in that direction. 
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Fig. 1. 
Nei'ves of the unimpregnated Utei'us^ from Hirschfeld^ with the Ne7n)es of the Clitoris added. 

Peependicular section of the uterus, from before backwards; in front, througli the body of the 
pubis to the right of the symphysis ; behind, through the ilium, about half an inch to the right of the 
sacro-iliac joint. The right side of the pelvis removed, the sub-peritoneal tissue and vessels carefully 
picked out, the piece during the process being again and again moistened with very dilute nitric acid. 

1, Hypogastric plexus (infer, aortic plexus) lying on the bifurcation of the abdominal aorta. 
2, Rectal br. of the inferior mesenteric plexus, receiving constant br. from the division of the hypo- 
gastric plexus of the same sida 3, One of the lumbar ganglia of the sympathetic, all of which give 
br. to the hypogastric plexus. 4, 4, Spermatic plexus, derived from the renal and upper aortic plexus ; 
it supplies the Fallopian tube, the ovary, and upper part of the uterus. 5, Br. from the third and 
fourth sacral nerves, assisting the foregoing to form, 6 and 7, the right inferior hypogastric plexus. 
Gtmglia, cervical gangli^ (Robert Lee), which are not found in any part of the hypogastric plexus (1), 
are constantly met with at the points marked 6 and 7. 8, Uterine filaments. The lower part of the 
uterus is supplied by anterior br. from the inferior hypogastric plexus ; the middle by distinct pro- 
longations from the hyp. plex. (infer, aortic (1) ) j the fundus by the spermatic plexus, and filaments 
from the two former sources. 9, Vesical plexus and br. 10, Trunk of great sciatic n. 11, One of 
the muscular br. (levator ani br.), from the fourth sacral nerve. 12, Trunk of pudic nerve. 13, Con- 
tinuation of the latter into dorsal nerve of the clitoris. 

E, Rectum. J7, Uterus. B, Bladder. D. Trans, perinei m. cut across. 5, Section of the ilium. 

Fig. 2. 

The Uterus and upper part of the Vagina detached^ to show more of the character of their 

nervous distribution. 

Fig. 3. — Natural Size. 

Median section of the Uterus^ from side to side^ through the Fallopian Tubes. Broad 
ligaments cut off where they begin to expand at the sides of the pelvic cavity. Mode 
of junction between Vagina and Uterus. 

a, Uterine cavity, i. Canal of the cervix, and the peculiar folds of its lining membrane. 
d^ Internal uterine (mucous ?) coat. At its thickest parts it makes up one-eighth at least of the 
thickness of the part of the uterine wall it covers, thinning oflf as it approaches the inferior angle of 
the uterine cavity (Os internum), where it loses its distinctive characters, and passes into the lining 
membrane of the cervix, c, Os externum uteri, e, Uterine aperture of the canal of the Fallopian 
tubes, scarcely admitting the finest bristle, f, Fallopian tube near the uterus, where it is firm 
and cord-like. ^, Round ligament. The anterior layer of the broad ligament dissected off from 
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the posterior to show the position of the uterine vessels^ between its two layers along its outer 
border. 

Vy Vagina, its mucous coat reflected over the os uteri; its outer coats, prolonged on to the 
uterus, becoming gradually lost in its outer surface. (Uterus, PL XI.) 

Fig. 4. 
Pubic Termination of the Round Ligaments. 

P, Pubis, where covered by the pubic portion of the aponeurosis of the int. oblique m. £/", Fundus 
uteri. Z, Uterine extremity of the round ligament. 

^, Aponeurosis of the Ext. obi. m. /, Int. oblique m. ty Transversalis m. r. Rectus m. 
», Genital br. of genito- crural nerve. 

I, External terminating fibres of Round Lig. into the outer pillar of the int. ring near Gimbernat^s 
lig. 2, Int. term, fibres into the conjoined tendons of the int. obi. m. and trans, m., near the pubis. 
S, Middle term, fibres into the upper part of the cxt. ring. 4, Internal pillar of the ext. ring. 
5, Vessels of the round ligament ; nervous filaments and middle terminal fibres of the round liga- 
ment descending into the pudendal sac. 

Fig. 5. 

Contents of the Alar Mesentery^ the Genital Gland {Ovary)^ and Appendages^ viz., Fallopian 

Tube and Organ of Rosenmiiller^ or Female Epididymis. 

Ty Fallopian tube or developed duct of Miiller ; the vesicle, here absent, but often seen attached 
to one of the fimbriae, is the remnant of the csecal end of the duct in its foetal state. 1, Remnant 
of the Wolffian duct. 2, 2, Remnants of the upper and lower sets of the csecal tubes of the Wolffian 
body. The middle set of cjecal tubes are usually seen converging to the hilum of the ovary where 
they appear to enter. The pedunculated vesicle, apparently the last of the upper set of tubes, is the 
remnant of the caecal end of the Wolffian duct 3, Utcro-ovarian ligament. 0, the ovary. 

In the male, the organ of Rosenmiiller becomes the epididymis ; the upper set of caecal tubes are 
reduced to hydatiform swellings ; the lower set appear as the vasa aberrantia ; the middle set become 
the coni vasculosi ; the Wolffian duct is now developed into the vas deferens ; and the duct of Miiller 
is seen as an atrophied remnant, presenting sometimes minute cystic swellings in its course, lying 
along the anterior border of the epididymis ; its csecal end projecting from its head is now the " hydatid 
of Morgagni.^' 

The contents of the alar mesentery are exactly homologous with the contents of the scrotum. 

Fig. 6. 

Ordinary apjjearance of a Virgin Ovary, divided longitudinally through its middle, nearly 

down to the Bulb. 

a, White cortex (albuginea) of the ovary, b, h, Ripe Graafian vesicles, collected, as they usually 
are at this stage, towards the convex surface of the gland. C, Stroma of the ovary, generally of a 
deep red colour, produced by myriads of fine arterioles, which proceed in a direction from the bulb 
towards all points of the circumference. Indications, at the deeper part of the section, of unripe ova 
or vesicles, of which the ovary contains multitudes, but no definite number, at various stages of 
development. 
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Figs. 1, 2, 3. 
Mechanism of the Structures supporting the Uterus and opposing its Displacements. 

Fig. 1. 

Horizontal section of the abdomen on a level with the upper edge of the ilium on each side. 

The uterus^ drawn down through the vagina by means of a vulsellum attached to its neck. 
Moderate traction^ as much as possible in the direction the uterus would take^ in the early stage of 
ordinary prolapsus^ was continued until it seemed to threaten some physical damage to the structures 
now more strongly opposing its further descent. The parts concerned exposed to view^ as shown in 
the Plate^ assumed the following relative bearings : — 

B, Bladder^ depressed and compressed towards the pubis by U, Uterus^ which has descended 
about an inch and a half. C, Utero-sacral ligaments^ having lost their natural curve round the 
forepart of the rectum^ diverge^ and become straight^ from being forcibly stretched between their 
attachments. 0, Alar mesentery and contents pulled forward and slightly depressed. L, Round 
ligament^ curved round (but not on the stretch) in following its uterine attachments, ff, Ureter. 
a, Spermatic vessels somewhat more prominent under their peritoneal covering. No sign of strain 
whatever on either the broad or round ligaments. 

The utero-sacral ligaments having been divided transversely, the uterus yielded rather suddenly 
about another inch. Before examining the new obstacle which now prevented its further progress, the 
pelvis was divided perpendicularly, and from before backwards. Fide Pig. 2. 

Fig. 2. 

The left half of the pelvis, and corresponding half sections of the B, Bladder, U, Uterus, and 
S, Rectum. P, Pubic symphysis. 0, Ovary. T, Fallopian tube. L, Round ligament. The three 
latter still in their natural relations with the broad ligament, which is seen on the stretch, pulling 
strongly on the margin of the pelvis. The bladder drawn down with the uterus, owing to the intimate 
connexion between the two. The rectum is not disturbed ; the anterior layer of its sub-peritoneal 
cellular sheath {p) retains a much weaker hold of the vagina than exists in the case of the bladder, 
vagina, and uterus. The uterus is seen half out of the vulva, retained only by the broad ligament, 
which, when divided or stretched suflSciently, removes the last obstruction to complete prolapsus 

of the organ. 

After the uterus came down a further inch, as the result of dividing the utero-sacral ligaments, 
some retaining agent, other than the broad ligaments, still prevented its arrival at this last stage, as 
above described. The obstruction was found to be due to the sub-peritoneal pelvic cellular tissue, par- 
ticularly where it surrounds and accompanies the uterine blood-vessels. (PI. VIII.) This tissue is here 
strengthened by additional trabecular filaments, so disposed as to support the vessels, and defend them 
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from the eflfects of a sudden strain incidental to the various movements of the body, more especially 
in cases of uterine enlargement. 

Complete prolapsus was effected only after the yielding of pelvic reflexions of the broad ligament. 
This occurred from behind forwards, the round ligament being the last put on the stretch. 

Uj Outline of the position of uterus before the commencement of the experiment. 

Fig. 3. 
State of Parts in Uterine Retroversion. 

0, Ovary. U, Uterus, inclined backwards to show the action of Z, the round ligament and 
contiguous segment of the broad ligament. R, Rectum, p, Rectal portion of the utero-rectal fold. 
B, Bladder. P, Pubic symphysis. T, Vagina. S, Sacrum. C, Utero-rectal peritoneal fold, passing 
into the left utero-sacral ligament. 

In retroflexion of the uterus, the body of the organ would of course occupy the position here 
indicated, but without any strain upon the utero-sacral ligaments. 

Anterior deviations of the uterine body are generally anteflexions. 

Fig. 4. 

The vulva in outline, to show the situation of the vulvar muciparous follicles or glands. 

1, Labia majora. 3, Clitoris. 4, Urinary meatus. 5, 6, 7, 9, Collocation of vulvar glands. 
8, Vaginal aperture and hymen. 

The circular marginal attachments of the hymeneal membrane, when the caruncular fissures do 
not reach the vagina, leave a ring of unnatural constriction round the vaginal orifice, which generally 
requires a special operation. (Pi. I.) 

Permanent cure of uterine prolapse depends chiefly on the elastic qualities of the sub- peritoneal 
pelvic tissue. The latter always retains its relations with the displaced organs as well as with the 
pelvic vessels; owing to the slow progress of uterine prolapse, it yields to an enormous extent in 
such affections; but the fibro-elastic elements in its structure will very often enable it to return 
eventually to its normal condition, if relieved for a suflScicnt period from the weight of the prolapsus. 

The alar mesentery takes no part in the support of the uterus. (PI. VIII.) 

When the uterine body descends into the sacral hollow beyond the utero-sacral ligaments, the 
latter oppose its reduction, particularly when the organ suffers the usual consequence of such dis- 
placement — viz., a notable enlargement. 

The narrowing, by plastic operations, of the vagina at the best tends only to keep the uterus out 
of that canal ; they are effective according to the site chosen for that operation. Dr. Sims prefers the 
upper part of the vagina. (PI. XIII.) 
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DIAGRAM. 



the proportions reduced from mascagni, cruikshank, and hunter. 

Fig. 1. 
Superficial Pubic and Inguinal Lymphatics and Glands. 

1^ Superficial lymphatic glands of the groin^ receiving superficial lymphatics of the lower half of 
the surface of the abdomen and upper and outer part of the thigh^ the lymphatics of the vulva^ and 
the communicating lymphatics from the saphenous lymphatic glands. 2^ Saphenous lymphatic 
glands, receiving superficial lymphatics from the upper and inner part of the thigh. 4^ Deep inguinal 
glands^ receiving the deep lymphatics accompanying the femoral vessels and some of the superficial 
lymphatics of the thigh. S^ Superficial inguinal glands communicating with 4 through the fascia lata. 
5^ External iliac lymphatics. 

a, Psoas muscle, i, Common iliac artery and vein where they bifurcate, c, Internal iliac artery 
and vein, dy Saphena vein, fy Bectum. 

Fig. 2. 

The LumbO'iliac Lymphatics and Glands. Lymphatics of the Gravid Uterus and 

Appendages. 

I, 2, Superior lumbar glands^ receiving the upper or spermatic set of lymphatics from the uterus 
and appendages^ some of the renal lymphatics^ some of the lacteals^ and the efiPerent communicants from 
the^ 3^ inferior lumbar glands^ which receive the efferent lymphatics from the sacral and iliac glands. 
4^ The sacral lymphatic glands^ receiving lymphatics from the iliac glands and the lymphatic com- 
municants from the very abundant lymphatics of the rectum. 5, External and internal iliac glands 
(Fig. 1). 6, Common iliac glands, receiving inferior uterine lymphatics and communicating lym- 
phatics from, 5, 7, spermatic lymphatic plexus, the uterine portion of which generally appears as 
a separate large lymphatic trunk. 

a, Left renal vessels, covered by some ascending lymphatic efferents, which join the common duct 
higher up. d. Left renal vein resting on the termination of the lumbar efferents into the Receptaculum 
Chyli. c. Left spermatic vein, rf. Left spermatic vessels covered by their lymphatic plexus. Cy Aorta, 
having the roots of the receptaculum on the right (generally on the left) and beneath the aorta. 
/, Common iliac trunks, g, ascending cava. A, External iliac artery and vein, m, n, Ureters. Oy Right 
common iliac vein, py Iliacus muscle. «, Psoas muscl& 

0, Ovary reversed to show lymphatics between it and its bulb. 
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Cases. — 1. Lymphangiotis and Lymphthrombns in a puerperal uterus involving the lymphatics 
of the Fallopian tubes and ovaries. Enormous enlargement of these vessels^ which were filled 
apparently with pus. 2. Lymphangiotis and venous thrombus of the uterus five days after parturition. 
The enlarged lymphatics conspicuous under the peritoneal coverings, which it was not neces- 
sary to remove to bring the result of the morbid process into view. (Cruveilhier, Path. Anat. 
Livr. XIII.) 
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Illustration of the chief varieties of Perineal Plastic Surgery for the radical cure of 

complete Prolapsus Uteri and Lacerated Perineum. 

As no part of the vulvar perineum (anterior perineal triangle) is concerned in this affection^ plastic 
union of any part of it will contribute nothing to the result of any operation. The prolapse always 
follows the same course as a foetal presentation^ and^ in a degree modified by its slower progress and 
softer construction^ produces the same effects on the ano-vulvar perineum. Thus^ the prolapse is 
attended by structural changes in the latter which resemble those caused by parturition ; the chief 
difference beings that after parturition the perineum rapidly regains its natural state^ whereas in 
uterine prolapsus^ from the long-continued operation of the cause^ the above temporary condition 
becomes a permanent abnormal state. 

The ano-vulvar perineum^ in a prolapse of long standings presents itself^ — I. As a segment of a 
thin^ patulous bag, the perineal body being permanently distended in all directions. 2. As a mere edge of 
thin^ atrophied recto- vaginal septum^ the adjoining walls of the two canals having been brought together 
by long-continued pressure^ so as to obliterate the triangular space between the two at their termination^ 
and lessen the interval between the vaginal and rectal apertures. 3. As a long^ irregular margin^ the 
remnant of a parturient laceration. 

Laceration of the perineum is never produced by uterine prolapsus^ nor is the latter affection a 
necessary consequence of any kind of structural changes in the perineum caused by parturition. 

The course taken by the presentation follows firom first to last the curve of the sacrum, the ano- 
vulvar perineum yielding to allow it to escape in this curvilinear course^ so that at the final moment 
the presentation makes its transit through the vaginal aperture in a plane approaching that of the inlet. 
To do this^ the presentation has to make its final turn under the pubic arch^ which it could not do 
without considerable yielding of the perineum. 

Supposing the perineum uninjured^ a uterine prolapse must also make its final tum^ but only 
after working (in a measure) the perineal changes above described. If^ previous to this stage^ the 
perineum has had long to sustain its weighty the prolapse belongs to the first category. If^ having 
escaped^ it has continued long unreduced^ it belongs to the second. The third includes prolapse where 
the perineum has been injured by parturition. 

Plastic operations for the radical cure of uterine prolapsus were first performed by Fricke. His 
plan consisted in removing the posterior margin of the vulva^ not including any part of the vaginal 
mucous membrane. This plan failed for reasons above specified. The plan next in order is that of 
Geddings^ who removed a strip of vaginal mucous membrane as well as the margin of the vulva ; he, 
moreover, secured the coaptation of the entire denuded surfaces by quilled suture. The result was a 
success in cases not too extreme. Mr. Brown removed the mucous membrane only, having recourse 
also to the quilled suture, with about the same success. The Author's plan includes in the resection, all 
the redundant vagina at its ano-vulvar margin, in the first place ; and in the second, the removal of a 
triangular portion of vaginal mucous membrane, the middle angle extending to some distance upwards 
along the posterior wall of the vagina, securing with quilled suture in the usual way. It is the only 
nlan which appears effective in bringing together again at the ano-vulvar perineum the two ischio- 
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perineal ligaments. It shortens, also, the elongated sacro-pubic line, contracts the ano-vulvar perineum 
to something approaching its natural dimensions, leaves ample vaginal aperture, although it causes the 
posterior segment of vagina to approach the pubis so as to offer an effectual obstacle to the prolapse 
before it can make ^^ final turn under the pubic arch. 

No perineum, natural or artificial, will long sustain the direct pressure of a prolapsus, hence the 
failure of the earlier operations, which, moreover, possessed the capital error of constricting unduly 
the vaginal aperture. But the eventual success of even this operation depends greatly on the amount 
of general vaginal narrowing which sooner or later is commonly induced by it, otherwise the 
uterus will be found still occupying the upper part of the vagina at least. As before observed 
(PL VIII.), keeping the uterus out of the vagina is primarily all that can be hoped for through any 
expedient, operative or instrumental. The choice of a pessary should be governed by the remarkable 
tendency on the part of the vagina to contract, as a sequel to any cause tending to set up irritations 
on its inner surface. For this reason, and for others already mentioned (PI. VIII.), a pessary 
should be as small as possible, so as to keep its place without preventing the anterior and posterior 
vaginal surfaces from coming together. Incurable vaginal atresia has been produced by the 
injudicious employment of medicated plugs. (PI. VIII.) 

Dr. Marion Sims expresses his confident expectation that the objects above named will be at once 
and permanently obtained by bringing together the two lateral halves of a surface denudation 
made at the upper end of the vagina (in front of the cervix or behind it) ; extending the 
raw surface downwards along the recto or vesico-vaginal septum, so as to cure, at the same time, 
recto or vesico-vaginocele, or both, as the case may be. He recommends a denudation of a trian- 
gular shape, the base next the cervix j but shape as well as size must obviously depend on 
circumstances varyintj^ more or less in every case. He prefers reducing the procidentia if present 
finty and proceeding afterwards as in PI. XIV. ; this creates an unnecessary difficulty. The final 
tightening of the silver sutures can of course be only effected with the parts in situ. (Ficfe 
Vagina, PI. VIII.) 
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PLATE XIV. 



VESICO- VAGINAL FISTULA. 



Fig. 1. 

Position of the patient^ operator^ and assistant ; the former on her left side^ the left arm re- 
tained behind the back so as to permit the body to roll partly over on the chesty and elevate the 
nates ; the legs and thighs are flexed^ the right more than the left^ so that both legs at the knee 
touch the couch. The assistant holds back the perineum with the retractor speculum to the extent 
and in the direction desired^ from time to time, by the operator. 

Fig. 2. 

The 08 uteri and vesico-vaginal septum ; a fistulous opening through the latter communicating 
with the bladder proposed to be closed by the operation. 

Fig. 3. 

The operator having carefully passed the fine hook into the mucous vaginal layer^ proceeds to 
denude the margins of the fistula of that layer^ manoeuvring with hook and scissors to dissect off the 
circular portion of membranous layer in one piece^ or at all events to obtain the proper amount of 
surface denudation. 

Fig. 4. 

The needle armed with double thread is entered at the outer margin of the proximal margin of 
the wound^ at a distance from it^ of about the width of the denuded surface^ and brought out at 
its inner edge; the passage of the needle is facilitated by the counter-action of the hook. The 
double thread already passed indicates the mode of ensuring adhesion where the operation is apt 
to fail — viz.^ the comers of the wound. 

Fig. 5. 

The passage of the needle through the distal margin of the wound — a reverse of No. 4 — 
ending in the establishing^ for the suture, relations exactly the same for both margins. 

Fig. 6. 
Number and proximity of the sutures to one another in relation to the size of the wound. 

Fig. 7. 

The ends of each double thread, temporarily secured in succession, in as many oblique slits in a 
small cylinder of wood, from which they are subsequently released, one after another, to serve as con- 
ductors for the silver suture ; the preliminary thread sutures having been threaded double, the loop 
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is not knotted and no obstructive bulk is added to the slender irregularity where the silver wire is 
attached to it ; the latter is drawn through the passage made by the needle as indicated by the finger 
and thumb to the left of the figure ; any undue dragging on the margins of the wound all the while 
counteracted by the hook, fioth ends are now firmly held at a short distance from their points of 
exit by the spring forceps^ and placed in the slit in the cloven spatula^ which is applied so as to 
prevent disturbance in the adjustment of the opposing raw surfaces^ through the twisting up of the 
ends of the wire to complete the suture. 

Fig. 8. 

Aspect of the wound at a half stage of the process, described under Fig. 7. 

Fig. 9. 

Aspect of the wouud, all the sutures being completed. 

Yesico- vaginal fistula is usually the result of a sloughing process succeeding the destructive pres- 
sure of the foetal head during childbirth. The size of the opening depends on the extent of the 
injury, its shape and character on the extent of the conservative inflammatory adhesive process around 
the destroyed tissues. The margin of the fistula is often a thick hard cicatrix, fixing the moveable 
coats of the bladder to the vagina in a way entirely preventing urinary infiltration. If first seen 
long after the accident, the fistula, however large, is considerably reduced in size ; the healing ten- 
dency of the parts is very great ; a minute opening is occasionally all that is left of an originally 
extensive loss of tissue ; more rarely there takes place complete healing — spontaneous cure : still 
there may remain a very large opening ; the vagina may have lost its elasticity, so. as to offer 
powerful resistance against the object of the operation. The vagina at the vesico-vaginal septum is 
comparatively inelastic, so the vaginal &ac enclosing the foetal head is composed chiefly of the other 
portions of it; at the moment of destructive pressure the wall at the septum is much distended 
in all directions, and consequently much attenuated ; the lateral walls may touch the sides of the 
pelvis. Cases are recorded wherein they have remained glued to those points of contact, the ad- 
hesions there resisting the revival of vaginal contractility. 

The fistulous opening may be established between the bladder and cavity of the uterine cervix or 
involve a part of the urethro- vaginal septum, or leave scarcely any septum at all. One or both uref-ers 
may be involved when their truncated ends are seen pouring forth drops of urine, sometcAere, at tie distal 
mart/ in of the jistuJu, 

Surgical records of this operation do not admit of the establishment of precise rules of practice 
in the presence of these not unfrequeut complications. Whether or no the vaginal contractions or 
pelvic adhesions should be liberated by preliminary incisions ; the os uteri closed and menstrual fluid 
be made thereafter to pass by the bladder ; the uterine cervix detached from the bladder, and the 
fistula treated as an ordinary one; or the severed margins of the fistula brought together in a 
direction longitudinally, transversely, or obliquely ; whether the material of the suture should he 
metallic or each alternate suture of thread (Toca, Madrid), or the suture quilled or shotted, the 
margin of the fistula split and dovetailed, a shield and button used, the denudation marginal or 
a surface one, must still be left to the genius, taste, or better, the experience of the operator. The 
following rules appear to be justified by my own experience. I have myself repeatedly seen the most 
complicated cases cured in one operation after the manner above sought to be delineated. 

1. The wound produced by the process of denudation should be as much as possible a surface 
wound ; this is obviously most essential in cases of involved uterus. The reason for this is apparent ; 
the vesico-vaginal septum if even thickened by adhesive iufiammation would not allow otherwise of a 
suflicient extent of adhesive surface. 

2. The sutures should be metallic, best of silver. No fistula, of any great size at all events, has 
ever been cured at one operation, if at all, by another material. Another untoward consequence of 
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non-metallic materials which has repeatedly come under my own observation^ is violent haemorrhage 
into the bladder^ which gets distended by an enormous clot ; it has been necessary to open the wound 
and empty the bladder through it. I have had to assist in this proceeding. 

S. The direction of the wound should; if possible, be transverse; the margins adjusted to a fine 
uniform line ; if in the least " pursed/' or the comers of it left without their special suture, the 
operation will surely fail. 

4. In case of failure, partial or general, the wound must be dealt with as at first. It is not at 
all difficult to close, partially, a fistula, the edges of which can be brought together, but the 
remaining opening, perhaps scarcely perceptible, continues rebellious against innumerable attempts 
to close it imless absolutely cut out and the wound, now greater in proportion, treated on the 
principles above advocated. 

5. With fistulse of moderate size, carefully closed as above, the patient requires neither the constant 
catheter, nor the recumbent position {vide Vagina, PI. VIII.). 
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PLATE XV. 



Instruments used in the Processes figured under Plate 14. 

Fig. 1. Retractor Speculom. 

2. Fine Hook. 

3. Scissors. 

4. Needle Holder. 

5. Spring Forceps, broad, slightly curved ends and roughed. 

6. Cleft Spatula, front and side riew. 

7. ConstaDt Catheter. 

8, 9. Needles, &ont and side view ; the centre one armed with doubled thread. 

Foveatu^g retractor* enabling the operator to dispense with the assistant. As made for the 
Author. — Fide Preface. 




The vaginal valve is made by a special screw to assume within certain limits any angle of 
inclination. The Sacral Fenestrum is made by its special screw to act in like manner ; the distance 
between the two is regulated by a third (female) screw working on the male acrew-connecting stem ; a 
groove in the upper surface of the latter admits a small flat sliding piece, projecting downwards from 
the lower termination of the fenestra! frame, thus providing for the easy play, to and fro (without 
lateral displacement) of the fenestrum. This ingenious contrivance can be adjusted to any pelvis 
in any position of the patient. 

Another form, slightly modified, has since been made by Mr. Foveaux, in which a square male- 
screw-stem answers in place of the sliding piece and groove. Vaginal valves of various sizes are 
supplied with the instrument. 

* Of the firm of W«u and Son, Stnnd. 
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PLATE XVI. 



Removal of Tumours connected mth the Uterus by Gastrotomy. 

Fig. 1. 

An incision has been made through^ and in the direction of^ the linea alba^ so as to disclose^ not 
wound^ the peritoneum ; act of enlarging it with scissors guided on the forefinger. 

Fig. 2. 

Mode of opening the peritoneum^ which is incised in the same direction and to the same 
extent^ as the above preliminary incision on a conductor passed through the opening. 

Fig. 3. 

The operator^ by means of his hand passed round about in various directions between the tumour 
and peritoneum^ seeks to ascertain the extent and nature of adhesions^ if any^ between the two. 

Fig. 4. 

Act of tapping the tumour by means of a trocar and syphon canula. 

Fig. 5. 

Mode of securing the opening made by the trocar^ to ensure^ as much as possible^ against the 
escape^ from the evacuated cyst into the abdominal cavity^ of any remains of its fluid contents, and to 
obtain a hold of it firm enough, without risk of rupture, to withdraw it, entire, through the 
wound. An assistant, by judicious pressure with both hands, attempts to favour the exit of the cyst, 
keep back the viscera, and neutralize the possible consequences of a too sudden subsidence of the 
previous distension: this manoeuvre also tends to overcome the resistance through atmospheric 
pressure, not a mean agent, obstructing this part of the operation. 

Fig. 6. 

The operator is obliged to complete the process by the introduction of his other hand below 
the cyst. 

Fig. 7. 

The operator attempts to reduce the size of an imperfectly evacuated multilocular cyst by 
breaking the remaining cysts with his hand introduced into its interior. An assistant holds apart 
by means of broad vulsellums or forceps the margins of the dilated orifice made by the trocar ; 
the prevention of any irruption into the abdomen of cystic fluid being all the while kept 
in view. 
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Fig. 8. 

The tumour eventually extricated is held by an assistant in a manner to prevent undue dragging 
on the pedicle^ which the operator encloses in a broad metal clamp^ and divides by means of the 
actual cautery at a vivid red heat. 

Fig- 9. 

Mode of passing the eyed probed needle preparatory to withdrawing it threaded with metallic 
thread ; the peritoneum is included in the suture. 

Fig. 10. 

Aspect of the closed wound, with the variation of securing the pedicle in a permanent clamp. 
The removable handles are dislocated and withdrawn, and the clamp left with the pedicle firmly held 
in it, at the lower angle of the wound (AVells) . 

The obstetric adage, ^^ Nothing so simple when simple, nothing so difficult when difficult/' applies 
pre-eminently to the surgical treatment of tumours connected with the uterus, proposed to be 
removed by gastrotomy. The above delineations represent typically the successive stages of an 
ordinary ovarian operation in a case which can scarcely be said to present any complication. The 
diagnosis offered no difficulty; universal fluctuation proved the presence of fluid and absence of 
solid constituents ; the absence of resonance in any position of the body, not by any means to be 
universally depended on, was taken to infer that the fluid was not ascitic. There has been no 
difficulty in deciding that the uterus, probably displaced, was in its normal condition ; there was no 
reason to anticipate the presence of adhesions, beyond such as could be successfully dealt with in the 
manner attempted to be shown in the figures ; this being so, the matter was within the compass of 
the merest surgical tyro, but the possible complications are enormous, perfectly startling, to the 
surgical veteran even, and only to be overcome by proceedings utterly defiant of all his previous 
surgical teaching. 

Before undertaking his first operation it is incumbent on the surgeon to reflect (by way of 
anticipation) on the difficulties he may have to encounter. The above delineations are illustrative of 
an easy case for ovarian surgery ; the following record of complications, if, as they certainly are, 
extreme or unprecedented, will in some measure serve to give point to his deliberations. 

" A very large cyst of the left ovary, the uterus greatly hypertrophied mounting up above the 
umbilicus and containing a cyst, a fibrous tumour occupied the right ovary, and a cyst the right 
fallopian tube. The existence of a moveable fibrous tumour independent of the cyst and of hyper- 
trophy of the uterus, was recognised prior to the operation, but in what proportion these lesions existed 
could not he ascertained by reason of the adhesions which united the various tumours to each 
other. Having exposed the ovarian cyst by a long incision, M. Pean, the operator, commenced, as 
is his custom, its removal piecemeal, employing his long cauterizing irons heated to whiteness. Having 
in this way removed a notable portion of the cyst, he came upon the uterus, enormous in size, soft, 
fluctuating, and adherent on every side. The adhesions were very vascular, and any rupture of these 
gave rise to haemorrhage which had to be arrested by heated irons. The only thing that seemed 
feasible was the removal of the diseased uterus at the same time with the other tumours. M. Pean 
could not cut through the cervix, as this was excessively hypertrophied, equalling a fist in size, 
so he carried his incision through the vagina; he next passed a double thread through the 
vagina from before backwards, by means of which he practised two ligatures. That on the 
left side comprised the great ovarian cyst, and the other embraced all the portion of the vagina, 
corresponding to the uterus, together with the right ovary and tube. An incision was made 
just above the ligatures, and the parts comprised were removed by a considerable amount of traction, 
the double pedicle thus formed being brought in contact with the abdominal parietes. This 
portion of the wound was not united, three caoutchouc tubes being inserted. The adhesions were 
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too intimate to allow of the separation of the fundus of the cyst from the wall of the lesser pelvis. 
It was left in sifu, but was spontaneously discharged on the thirtieth day, by which time solid 
adhesions had closed up the vaginal incision without leaving any perforation where the ligatures had 
been/' Tie recovery was complete, and when the patient was presented (to the Academy of Medicine, 
of Paris) the operation had been performed three months. 

Referring to what is said about the pathology of uterine tumour (PI. YIII.) there was evidently, in 
this case, one of the forms of ovarian cyst on one side, ovarian fibroid on the other, and an intra-parietal 
cystic myom, involving the entire uterus, forming by far the largest tumour of the three ; universal 
adhesions. The entire uterus as well as botk ovaries were excised, the adhesions, which were almost uni* 
versal^ having been torn through, the abdominal wound was partially left open, and the patient survived I 

Utero-ovarian surgical literature is greatly overladen with histological definition and eulogies of 
various instrumental inventions. The following generalities, however, may be considered as legitimate 
deductions from what has transpired on the subject 

1. The surgeon having taken into consideration the anatomy and pathology of the parts con- 
cerned, should prepare himself to encounter every complication he can imagine. 

2. Having opened the abdomen he is bound to complete the operation. It is wrong to peril the 
life of the patient unprepared to meet all risks except that of seeing the patient die on the spot. 

8. The histology of the tumour, except in respect to the minor operation of tapping (hsemato* 
cystic uterine myomas when tapped being quickly fatal), is scarcely a subject for consideration. The 
tumour should be regarded as a foreign body destroying by its bulk. 

4. The choice of instruments need cause him no embarrassment. Syphon canulas, circular clamps, 
knives or needles of special forms, operating couches ; as specialities such are unessential, and will not 
make up for the absence of surgical qualification. 

5. Fibro-cystic ovaries, cystic uterine myomas, the intra-ligamentous varieties in particular, are 
not to be difierentially diagnosed before the operation, and not always after it. 

6. The character and extent of adhesion bear no constant relation to the size and character of 
the tumour, and are not to be diagnosed with certainty before the operation. 

7. Adhesions should be torn asunder, not cut. 

8. When the adhesions cannot be broken through without injury to parts beneath, the corre- 
sponding parts of the tumour (as little as possible of it) should be left behind. Vascular 
adhesions may require the actual cautery. 

9. Scrutinizing search should be instituted after each bleeding point, every wounded vessel at all 
likely to give rise to persistent haemorrhage should be secured by fine ligature or actual cautery. 

10. The abdominal cavity should be freed as much as possible, by sponging, of fluid 
extravasations. 

11. The pedicle if ovarian, and long enough to avoid dragging on the wound, is best secured by 
clamp. For uterine and short ovarian pedicles no rules can be laid dowiL The ligature, invariably 
double, may be a source of irritation, and what is known of the results of the use of the cautery or 
ecraseur forbids ifnpli<:it reliance upon either. 

12. The severance of any part of the tumour from that which may be immovably adherent is 
best efiected by the cautery at red heat (white heat, Pean and others) . 

13. In cases of very extensive adhesions in the severance of which raw surfaces of large extent are 
necessarily left, or in which portions of tumour are left behind, a part of the abdominal incision should be 
left open as exit for noisome discharge, and as afibrding a means of washing out the abdominal cavity. 
Too often when this has not been done, the operator has been obliged to pass a trocar through the 
upper and back part of the vagina and employ drainage tubes to efiect that which is secured with 
perhaps greater safety to the patient by the above rational and simple expedient. 

14. The sutures closing the wound should be metallic and include the peritoneum. 

15. Pregnancy is no bar to the ovarian operation; as at early months it may be overlooked, the 
operator should bear in mind the possibility of mistaking a pregnant uterus for a second cyst. 

Blood congestion of the ovary on mere inspection is indistinguishable from the pregnant uterus, 
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wliich developing chiefly at the fimdus leaves the alar mesentery and contents too far below for immediate 
detection. I myself was concerned with Mr. Spencer Wells in a case of this description : the patient^ 32, 
married ; one child ; had a large abdominal tumefaction, which was considered due to ovarian disease ; 
she had been tapped with considerable relief but with imperfect subsidence of the tumefaction. She 
rapidly increased in size, and so came under the joint observation of myself and Mr. Spencer Wells. The 
fact of the previous tapping shut out the idea of pregnancy ; the patient was pressing in her complaints. 
Gastrotomy was determined on by both of us without further consideration. The operation was per- 
formed in the usual manner. After the satisfactory removal of the cyst, what appeared to us an ovarian 
tumour by congestion on the other side presented itself : its true character transpired the moment 
after it was pierced by the trocar. Mr. Wells immediately removed the foetus by Csesarian section, 
closed the uterine wound by ordinary sutures, the ends of which he brought through the uterine os into 
the vagina, thus brilliantly concluding an unheard of complication. The woman recovered without a 
bad symptom. Mr. Wells reported the case fuUy in the Medical Times and Gazette, As above observed, 
the contents of the alar mesentery, ovary, and Fallopian tubes, since the development of the 
uterus in gestation takes place chiefly at the fundus, will not, unless looked for, assist in the diagnosis. 

In another reported case of ovarian tumour, pregnancy presumably at the fourth month having 
been diagnosed, Mr. Wells succeeded in bringing away the cyst without inducing abortion, and the 
patient was safely delivered of a living child at the full term. 

Case, — Acute peritonitis at the time of operation ; removal of a very large multilocular blood cyst ; 
ligature of the right comua of the uterus : rapid recovery ; by Dr. Alfred Wiltshire {Brit, Med, Journal, 
July 17, 1869). On opening abdomen by gastrotomy in the usual way "a black mass shot up into 
the incision. The appearance of the mass was like that of a huge hsemorrhoid or the amniotic 
surface of the placenta.^' When tapped, " first of all, half a pint of reddish serum escaped, followed 
by" what appeared to be " dark venous blood, wliich flowed out to the amount of a gallon.'' " It 
seemed as though, in fact, I had tapped a venous aneurism. As no more would flow, the trocar was 
withdrawn, but still the tumour remained of considerable size and semi-solid /' having enlarged the 
abdominal incision, in the act of lifting out the mass '' a pint or two of blood in clots escaped.'' 
" Having severed the pedicle^' and fixed on it a ligature of stout silk, " I found" notwithstanding 
*' a stream of arterial blood was issuing from it, filling the pelvis, obscuring everything." " I seised 
the whole of the uterus, and having forcibly lifted it up, thus straining the vagina very much, I 
held it'' while a small clamp was applied. " This, however, would not hold, as the pedicle was so 
rotten. Afterwards double silk and silver ligatures were applied, but nothing would hold ; and in 
sheer desperation" " I transfixed and tied the right half of the body of the uterus. The bleeding 
being thus arrested, I cleansed out the peritoneal cavity and stitched up the wound" (leaving the pedicle 
inside) "with deep and superficial silver sutures." "The operation lasted just one hour." The 
cyst was a multilocar ovarian (?) cyst containing blood, some clotted, some serai-fluid. " The mass had 
become twisted on its pedicle," the cause doubtless of the congested character of the tumour. The 
patient recovered without an unfavourable symptom. 

In a case under the care of Dr. Farre and Mr. Spencer Wells, the latter distinguished operator 
found on opening the peritoneal cavity startling signs of peritonitis, but the tumour was removed 
nevertheless. The patient made a good recovery, and has since " borne two children." 

Uterine cystic myoma in size constitute by far the most prominent examples of abdominal tumour 
connected with the uterine system. When they do not involve the entire uterus (comparatively small 
in such cases), they spring usually from one of the uterine comua near the tubes, or from one of the 
borders projecting in the latter case between the layers of the broad ligament (intra-ligamentous myoma, 
Virchow) ; in cither case they cannot be diagnosed from ovarian tumour before the operation (not 
even afterwards without much scrutiny). 

The mode of dealing with the pedicle is, as a matter of course, of great moment with 
all gastrotomists. Dr. Wiltshire included the uterine tissue in an ordinary double ligature, 
leaving the stump behind. Mr. Wells, true to his principle of keeping the stump, ovarian 
or uterine, out of the wound, (which he uniformly closes as much as possible,) in case of the 
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uterus^ ties his ligature behind harelip pins passed through the pedicle^ which serve at the 
same time to retain the raw end of the stump externally. Dr. Marion Sims^ equally persuaded 
as to the trustworthiness of silver suture, by which he alone and for the first time brought vesico- 
vaginal fistula into the category of curable affections^ passes as many '^ separate sutures as the size of 
the pedicle requires/' securing it as it were in separate segments^ ^' just as we do in the operation of vesico- 
vaginal fistula '/' '' each twisted end is cut off within a quarter of an inch of the tissue embraced^ and then 
bent flatly over it. The wires become deeply imbedded in the part^ and almost hidden from view. After 
these ligatures are satisfactorily adjusted^ the stump of the pedicle may or may not require a little 
trimmings when it is allowed to fall gently into the cavity of the pelvis/' For closing the external wound 
^^ I am always careful to pass them so as to embrace the divided edges of the peritoneal coat.'' 

As before observed^ in cases attended by much tearing through adhesions^ considerable after-accu- 
mulation of fluid matters is apt to occur within the peritoneal cavity^ the most depending part of which 
is Douglas's pouch : this Mr. Wells fearlessly taps at the upper and back part of the vagina^ inserting 
afterwards (if needs be)^ by an ingenious contrivance^ a drainage tube. It is a question^ however, 
whether in such cases the American plan of leaving an opening for the escape of noxious fluids large 
enough to admit of syringing out the abdominal cavity^ is not to be preferred. The latter plan is 
imperative when^ as in M. Plan's case^ part of the morbid growth has to be left behind. 

A Case of Cystic Disease of Kidney simulating Ovarian Disease, By H. Cooper Rose, M.D., 
F.L.S., &c. — C. R., a rather delicately constituted young lady, discovered a tumour about the size of 
an orange in the situation of the left ovary when at the age of thirteen. About this period she men- 
struated for the first time, and continued to do so at intervals of three or four months for some years. 
She sufiered also from haematuria occasionally, but in the early stages never mentioued the fact. She 
came under the author's care in January, 1856. The tumour at that time appeared solid, no fluctuation 
being perceptible. The tumour gradually increased until July 22nd, 1«65, when it extended from the 
pubes and Poupart's ligament on the left side to the ribs, and reached beyond the median line of the 
abdomen considerably. Fluctuation was now very perceptible ; and, equi-distant between the crest of 
the ilium, the umbilicus, and the ribs, a prominent point presented itself, over which the skin was 
thin, livid, and very tense. Through this point Dr. Rose introduced a trocar, and evacuated seven 
pints of sanguineous clotty fluid. A large mass was still felt in the abdomen, apparently partly solid 
and partly multilocular. She remained very faint and low for some time, but in the course of 
about two years she had so far recovered as to be able to walk two or three miles, or play croquet for 
three or four hours at a time. The fistulous opening made by the trocar remained patent during the 
remainder of her life, giving vent to semi-purulent foetid fluid, varying in quantity from one ounce to 
several ounces daily. No haematuria or pain took place after the tapping, and the tumour gradually 
became reduced to the size of a man's fist. About August, 1867, anasarca of the legs took place, and 
albumen was abundant in the urine. Nausea, sickness, and headache supervened, and she gradually 
sank on October 29th, 1867, retaining consciousness to the last hour or so. Many professional 
opinions were obtained on the case, and all were led to diagnose ovarian disease with complication. The 
post-mortem examination revealed a large cystic kidney on the left side, with total destruction of the 
secreting portion ; the right kidney was undergoing yellow degeneration, and was enlarged to twice its 
normal size. 

The chief points of interest in the case arose from the fact of its exhibiting a series of symptoms 
perfectly compatible with the belief in its ovarian origin ; its existence for so long a period (fifteen years) ; 
the absence of elements of urine in the fluid evacuated by the tumour ; and the ultimate relief 
afforded by the puncture through the abdominal walls of so large a cyst, together with the comparative 
freedom from suffering and inconvenience, notwithstanding the large amount of disease found after deaths 

Mr. Spencer Wells exhibited (Obstetric Society) a fibroid outgrowth from the fundus uteri. The 
specimen, which weighed thirty-four lbs. ten oz., he had removed a few hours before the meeting from 
a single woman, thirty-six years old. Eleven years before, half her lower jaw had been removed with 
a fibrous tumour by Mr. Pemberton, of Birmingham. An abdominal tumour was discovered five years 
ago; it enlarged gradually; and she was twice in the Birmingham Hospital. During the last six 
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months the tumour had increased rapidly^ and she became very weak and lost flesh. On admission 
to the Samaritan Hospital a very large tumour was discovered, which evidently contained no cyst 
large enough to warrant tapping, but which did not feel so hard as a fibroid tumour of the uterus. 
No vascular murmur was audible in it, and it appeared to move quite independently of a uterus of 
normal size. When the tumour was exposed, Mr. Wells was surprised to find that it was not ovarian ; 
it sprang from the posterior surface ofthe fundus uteri by a short pedicle. The pedicle was secured 
temporarily by a clamp forceps and the tumour was cut away. Some bleeding spots where adhesions 
had been separated were secured by an acupressure needle, and the clamp was removed. Bleeding 
vessels were secured by harelip pins and twisted sutures, which also served to fix the bleeding surface 
to the abdominal wall by transfixion. 

Professor Storer, of Boston, U.S., in a most interesting paper forwarded to me, speaks highly of 
a device peculiar to himself — '* pocketing the pedicle" — ^the extremity of the pedicle being brought 
between the inner lips of the wound at its lower angle and then pocketed ; this being effected " by 
passing three stitches through itself, and both the inner edges of the abdominal wound, and then 
bringing the external edges closely together ; the raw surface of the pedicle being in apposition to the 
raw surfaces of the wound, and yet covered over fairly and completely by the line of superficial union.'' 
The case terminated successfully ; the patient was menstruating at the time of the operation. Dr. 
Storer submits for future experience whether the presence of the sanguineous discharge from the 
uterus may prove critical and of advantage in lessening the chance of subsequent metritic or peritoneal 
inflammation. In another case, where he removed both ovaries, he " carefully dissected away the 
Fallopian tubes throughout their whole length from the surrounding masses, preserving them intact, 
and then closed the peritoneal wounds along their entire course by metallic wires, which acted both 
as ligatures and sutures : inserting upon one of the tubes some five of them, on the other three.'' The 
lady recovered without a bad symptom. He calls this Capping the stump. 

Dr. Storer draws attention to the recurrence of a sort of pseudo- menstruation in the latter case, 
as a phenomenon wanting explanation, overlooking the fact that the uterus is readily provoked into 
the erccto-menorrhagic state by various causes not essentially ovarian. — Vide PL VIII. 

Dr. Storer calls attention in the same paper to a case of successful removal of uterus with both 
ovaries (reported by him two years before), wherein, eighteen days after the operation and twenty, 
six after the last catamenia, there occurred from the vagina a sanguineous efiiision attended by 
feelings of lassitude and headache, &c., lasting thirty hours, " being an evident attempt" at the 
re-establishment of menstruation (?) ; he does not mention whether or no there was a subsequent 
recurrence of this discharge. 

Dr. S toreros proposition to pocket or clamp the pedicle, when long enough, near the upper angle 
of the abdominal wound, in order to favour the uterine upward development in subsequent gestation, 
would defeat his object, inasmuch as that development affects only the uterine fundus, leaving from 
first to last, far below and scarcely displaced, the contents of the alar mesentery. — (PI. VIII.) J 
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PLATE I. — Muscles of the Female Pebi*eum. — The perineal body ; the perineal septum, the pubo and 
obturato-coccjgeus muscle. Surgical notes : Amputation of any part of the Vulva ; relations of perineal 
body and perineal muscles in parturition. 

PLATE II. — Pebineal Fascije. — Pudendal sac ; perineal spaces ; pudendal hernia ; ischio-rectal fossa ; ischio- 
perineal ligaments. Surgical notes : Perineal abscess ; adipose perineal tumours. 

PLATE III. — Ahtebies akd Nebves oe the Pebineuh. — Surgical relations of arteries and nerves in relation 
to ligature ; ablation of the clitoris and any part of the Vulva. 

PLATE IV, — ^Ebectile Oboakts and Veiks oe Pebtkextm. — The clitoris and crura ; the Corpus Cavemosum 
Urethrse, and venous processes. Surgical notes : The perineal and pelvic venous communications. Patho- 
logical illustrations ; cases. 

PLATE V. — Abtebies of the Female Pelvic Oboabts. — Surgical relations in amputation of the Uterus ; 
division of the Uterine Cervix and vesico-vaginal fistula. 

PLATE VI. — Veiks akd Ebectilb Venous Plexuses op the Female Pelvis. — Bulb of the ovary. Surgical 
notes : Pelvic peritoneal and sub-peritoneal Hsematoma. Surgical illustrations : cases. 

PLATE VII. — Relations of the Musculab Floob op the Pelvis to the Bladder, Vagina, Rectum, and 
Coccyx, and to the presentation at the last stage of parturition ; relations of the vesico-vaginal septum 
and base of female bladder and ureters ; upper half of the vagina and vesico-vaginal septum. Fig. 5, Corroded 
preparation of the uterine veins. 

PLATE VIII. — Relations of the Female Pelvic Oboans with the Pelvis and with each otheb. — 
Fig. 1, Peritoneal pelvic space ; Fig 2, Profile view. Pelvic Cellulab Space : Pelvic plane ; cellular, 
venous, and ligamentous processes ; effect on the Uterus. Pebitoneal Pelvic Space : Pelvic peritoneum ; 
pelvic substratum ; the uterine muscular platysma enters into the formation of the Uterine ligaments. 

The Utebus. — Physical characters ; situation within the pelvis ; end of cervix marks the centre of 
the pelvic cavity ; uterine ligaments ; posterior round ligament ; dimensions of uterus ; uterine cavity ; 
weight ; muscular structure ; walls inseparable into coats or layers, no formula of arrangement of muscular 
fibre as in the heart ; uterine cortex, uterine medulla ; structural contrast between uterine body and uterine 
neck ; relative proportion of medulla and cortex in different parts of the uterus, uterine isthmus not a 
sphincter ; arbor vitse, lacunse, naboth vesicle, uterine mucous membrane, capillary trellis, uterine vessels. 

The Bladdeb and Ubethba. — Situation, shape, relations, peritoneal covering, vesical walls, coats, 
vesical sphincter, neck of the bladder. Ubethba : Dimensions, direction, vaginal portion, urethral 
sphincter (compound) urethro-pubic space ; lining membrane of bladder, no papills? nor glands ; its loose 
attachments ; lining membrane of the urethra ; part of an erectile conformation peculiar to the urethra ; 
papillae and glands numerous ; prostatic concretions. 

The Vagina, vaginal ring, and perineal septum, coats (inseparable), platysma fibres ; uterine attach- 
ments ; vaginal fibres of utero-sacral ligaments ; no secretive glands of any sort ; membranous processes 
not plicae nor rugse ; columns ; papillae abundant, erectile portion. 

The Rectum. — Retro-ovarian fossae, sacro-rectal foramen, pouch of Douglas ; sub-peritoneal, sacral, and 
anal portions of the rectum ; rectal folds ; sphincter superior ; inner sphincter, glandular mucous membrane 
and folds ; columns of Morgagni ; recto- vaginal and recto-coccygeus muscles ; anal termination. 

Pelvic Cellulab Tissue, distribution ; pelvic cellular processes ; texture. 
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Erectile, Erecto-turgescent, and TuRaESCENX venous Bodies. — General structure ; their arteries j 
type of erectilic conformation ; outer cortex, medulla -, the uterus an erectile hody ; its lining memhrane 
the true uterus clothed in an erecto-turgescent investment ; illustration from structure of placenta. Oases 
illustrative of erectile structure of the uterus. Pelvic cellular tissue in connexion with pelvic ahscess ; 
illustrative cases. 

Peritoneum. — Relations through a suhstratum in distended hladder; on certain displacements of 
pelvic organs. 

Structural changes accompanying complete inversion of vagina ; inversion of the uterus ; cases 
illustrative of difficulty in diagnosis. 

Uterine tumours ; general views as to their original connexion with the uterine tissue ; cases illustrative, 
true anatomy of various forms of uterine tumour ; of angiomata of the uterine system ; of cysts. 

Anomalies of tue Uterine System. — Uterus absent with or without atrophy of the vagina, 
Fallopian tubes, or ovaries ; lateral half of uterus absent, with or without vestiges of round ligament or 
Fallopian tubes; frequent absence, or displacement, or malformation of the kidney of the same side; uterus 
double, or united at the cervix ; or single outwardly, with an inner median septum ; two uterine bodies 
distinct and more or less widely separated, the corresponding double cervix closely united ; infantile uterus. 
Some recorded instances of allied functional anomalies , cases illustrative ; imperforate uterus ; anomalies of 
vagina ; absence of vagina, complete or incomplete. 

Surgical Notes and Reflections. — No standai'd position of the uterus, congenital variations, 
morbid variations, certain displacements ; relations of bladder and pouch of Douglas to the uterus are 
invariable ; Huguier's operation for supra-vaginal cervical hyperplasm ; infra-vaginal cervical hyperplasm ; 
oscillatory mobility of uterus ; how facilitating certain operations — e.g,, surgical dilatation of cervical canal ; 
physiological antagonism between uterine cervix and uterine body ; enucleation of uterine myoms ; inversion 
of the uterus, parts involved ; effect of limited constriction at the cervix on the test signs of inversion ; 
uterine injection ; author's original precautions ; gauging the uterus ; gouging uterine tumours ; uterine 
tents ; uterine dilatation for the removal of polyps ; uterine lameness ; plugging the vagina ; vaginal cysts ; 
retro-uterine myoma. Recto-vaginocele ; cysto- vaginocele ; vaginismus ; traumaiic occlusion of vagina. 
Case. — Bladder and Urethra : Urethral dilatation ; litliotrity and lithotomy on the female ; urethral 
morbid states ; the function of micturition ; vesical non-absorption. Vulva, excision of ; Rectum, absorp- 
tion ; polypoid fringes — pouch of Douglas — surgical relations of. Ccise : Amputation of sub-vaginal cervix ; 
precautions ; pelvic abscess ; early tapping per vaginam ; menstrual retention ; operation per rectum. 
Oases : Fallopian retention ; reasons against puncture in the latter case, per rectum or otherwise ; necessity 
of general precaution in all operations on any part of the uterine system ; pelvic ho^morrhoidal angioma. 

PLATE IX. — Fig. 1, Fascial Coverings OF the Muscular Floor of the female pelvis. Fig. 2, Muscular 
floor of the pelvis denuded of fascial coverings. Fig. 3, Perpendicular transverse section of the pelvis 
through the middle of the vagina. Fig. 4, Perpendicular section through the labium and pudendal sac ; 
recto- vesical fascia in lithotomy and pelvic abscess. 

PLATE X. — Fig. 1, 2, N(?rves of unimpregnated uterus. Fig. 3, Section of uterus — natural size. Fig. 4, 
Pubic termination of the round ligaments. Fig. 5, Contents of alar mesentery ; genital gland (ovary) ; 
Fallopian tube ; parovarium. Fig. 6, Section of virgin ovary. 

PLATE XI. — Mechanism of structures supporting the uterus and opposing its displacements. Vulva in 
outline, showing the situation of its vulvar muciparous follicles or glands. 

PLATE XII. — Pelvic Lymphatics. — Fig. 1, Superficial pubic and inguinal lymphatics and glands. Fig. 2, 
Lumbo-iliac lymphatics and glands ; lymphatics of gravid uterus and appendages ; cases illustrative of 
lymphangioitis. 

PLATE XIII. — Illustration of the chief varieties of perineal plastic surgery in prolapse of the uterus and 
lacerated perineum. 

PLATE XIV. — Vesico-vaginal Fistula, and PLATE XV., instruments. 

PLATE XVI. — Removal of Tumours connected with the Uterus by Gastrotomt. 
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